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P.O. Box 15609 • Sacramento, CA 95852-0609 • (800) 423-0507 • (916) 853-7373

Dear Medi-Cal Dental Provider and Staff:

Welcome! This seminar has been designed for dental providers and office staff who
participate in the California Medi Cal Dental Program.

The material contained in the training packet has been prepared to help familiarize you
with the Medi-Cal Dental Programs' policies, procedures and billing requirements. You
should also refer to the Medi-Cal Dental Program Provider Handbook, located on the
Medi-Cal Dental Program website at www.dental.dhcs.ca.gov for additional information.

We hope that you will benefit from the information presented at today’s seminar. If you
have any questions, please call our provider toll-free line at (800)-423-0507.

Sincerely,

Medi-Cal Dental Program
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California Medi-Cal Dental Program
BASIC TRAINING SEMINAR

Introduction

This packet contains the information discussed in today’s seminar regarding basic billing
procedures and the use of forms. Please refer to the Medi-Cal Dental Program Provider
Handbook for detailed, step-by-step instructions on how to complete each form.

When discussing the Medi-Cal Dental program, some terminology may be unfamiliar.
The seminar packet contains a glossary listing some of the terms mentioned in today’s
seminar.

Program Overview

Medi-Cal Dental is the dental portion of the State Medicaid Program. Delta Dental of
California administers the 'Fee-For-Service' portion of the dental program for the
Department Of Health Care Services (DHCS). Our function as administrators of this
program is to process your TAR/Claim forms, and to enforce the rules and guidelines set
by DHCS.
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Requirements for Providers 

• Senate Bill 639 - Effective Jully 1, 2020 

• See Bulletin Volume 36, Number 4 (March 2020): Enhanced 
Protections for Medi-Cal Members 

• Contains provisions regarding lines of credit 

• Requires that dentist provide a written or electronic notice and 
treatment plan, including an itemized llist of treatments and 
services charged before rendering or incurring costs 

Senate Bill 639 

• For all Medi-Cal providers, the written treatment plan 
must indicate if Medi-Cal would cover an alternate 
medically necessary service .. It must also notify the 
IMedi-Cal patient that they have a right to ask for only 
services covered by Medi-Cal, and that the dentist 
must follow Medi-Cal rules to secure IMedi-Cal
covered services before treatment 



Record Keeping Criteria for the Medi-Cal Dental Program

The Surveillance and Utilization Review Subsystem (S/URS) department is responsible for 
overseeing and monitoring the California Medi-Cal Dental Program for suspected fraud, 
abuse, and poor quality of care. 

The goal of the S/URS department is to ensure that providers and members are in 
compliance with the criteria and regulations of the Medi-Cal Dental program, and is governed 
by Title 22, the California Code of Regulations.  Refer to Section 8 (FRAUD) in the Medi-Cal 
Dental Provider Handbook for further information.

California Medi-Cal Dental Program
BASIC TRAINING SEMINAR
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Surveillance and Utihzation Review 
Subsystem (S/URS) 

(Title 22, the California Code of Regulations) 

Record Keeping Criteria for the Medi-Cal Dental Program: 
1. Complete members treatment records shall be retained for 10 years from the 

date the service was rendered and must be readily retrievable upon request 
2. Records shall include documentation supporting each procedure provided 

including, but not limited to: 
• Type and extent of services, and/or radiographs demonstrating and supporting the need for 

each procedure provided 
• Indicate the type of materials used, anesthetic type, dosage, vasoconstrictor and number of 

carpules used 
• Prophylaxis and fluoride treatments 
• Include the date and ID of the enrolled provider who preformed the treatment 

3. Emergency services must have written documentation which includes, but is not 
limited to, the tooth/area, condition and specific treatment performed. The 
statement, "An emergency existed" is NOT sufficient. 



Provider Toll-Free Line (Medi-Cal Dental) 800-423-0507
Medi-Cal Dental Website www.dental.dhcs.ca.gov

Member Toll-Free Line (Medi-Cal Dental) 800-322-6384
Member Website www.smilecalifornia.org

A.E.V.S. (to verify eligibility) 800-456-2387
A.E.V.S. Help Desk (Medi-Cal) 800-541-5555
P.O.S./Internet Help Desk 800-541-5555
Medi-Cal Website (to verify member eligibility) www.medi-cal.ca.gov

EDI Technical Support 916-853-7373
Medi-Cal Dental Forms (fax number) 877-401-7534
Health Care Options 800-430-4263
CA Department of Public Health
https://www.cdph.ca.gov/Programs/CHCQ/LCP/CalHealthFind/Pages/Home.aspx

Phone Numbers and 
Websites
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Additional Services 
offered by

The Medi-Cal Dental 
Program
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Free Services Offered 
► Toll Free L·nes for 

Providers 1-800-4-23-0507 
■ Members 1-800-322-6384 

► Interactive Voice Response System ( IVR) 

►Onsite Training Visits 

►Seminars 

-

►Case Management and Care Coordination Services 

►American Sign Language(ASL) and Language Services 

Ill ,-----

For additional information and services see page 66-73 of the printed packet 

- Ill ,-

American Sign Language 
Medi-Cal Dental reminds providers that American Sign Language (ASL) translation 
and language assistance services are available to Medi-Cal members at no cost. 

• Provider or member can request language assistance by calling the Telephone 
Service Center (TSC) 

• Language assistance over the telephone or to schedule an ASL translator to be 
present at the time of the appointment 

• Providers can supply a language interpreter in the office, or providers can call the 
TSC to access language interpreters available in 250 languages and dialec s. 

• Free language tagline signs are available: 

https://smilecal iforn ia.org/partners-and-providers/#provider office language assistance sign 

81 



B-PRL-TRN-006.AG 10

Language Assistance Services 
• Provider requesting translator for member should call: 

Telephone Service Center at (800) 423-0507 
• Member requesting Translator should call: 

Telephone Service Center at 1-800-322-6384 
• Members with hearing or speaking limitations can call: 

Teletext Typewriter (TTY) line at (800) 735-2922 

n 

(Monday through Friday, 8 a.m. to 5 p.m. at all other times, Medi-Cal 
members should call the California Relay Service TDD/TTY at 711 to 
receive the help they need.) 
Refer to bulletin volume 35, number 12, in the bulletin section of the 
Medi-Cal Dental website. 

82 



TELEPHONE INQUIRIES

Provider

For inquiries or general information, call the Medi-Cal Dental Program Customer Service
Telephone Center toll-free at (800) 423-0507. When calling, please be prepared with the
following information where applicable:

1.   Billing provider name and provider number   
2.   Member’s name and ID number
3.   Type of treatment
4.   Document Control Number of claim or TAR
6.   Date of service and billed amount
7.   Check voucher number

The TSC representatives are available to answer questions from 8:00 a.m. to 5:00 p.m.
Monday through Friday (excluding holidays). The Medi-Cal Dental program encourages
the use of the toll-free line for inquiries whenever possible. Most inquiries can be
answered immediately by our telephone representatives. However, if the inquiry cannot
be answered immediately, it will be routed to the telephone inquiry specialist and will be
answered by mail within 10 days of the receipt of the original telephone call.

The Medi-Cal Dental program would like to give the best possible service and asks that
the toll-free number be for provider assistance only. Please do not give the provider toll-
free number to the Medi-Cal Dental members.

Medi-Cal Dental Members

The TSC toll-free line is available from 8:00 a.m. to 5:00 p.m., Monday through Friday
(excluding holidays). The toll-free number is (800) 322-6384.

Members or their authorized representatives may use this toll-free number.
Representatives must have the member's name and ID number in order to receive
information from the California Medi-Cal Dental Program.

Information about the program is available from the member toll-free telephone
operators. A few of the services are listed below:

1. Referrals to Medi-Cal Dental dentists
2. Complaints and grievances
3. Assistance with scheduling or rescheduling Clinical screenings
4. Information about Share of Cost and copayments
5. Information about denied, modified or deferred TARs

11
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INTERACTIVE VOICE RESPONSE SYSTEM (IVR)

The Medi-Cal Dental IVR is an automated inquiry system for use by providers.
Using a touch-tone telephone, providers can communicate directly with an
automated voice response system. Providers can access the IVR System by
dialing the toll-free information line (800) 423-0507 from a touch tone telephone.
The IVR is available 24 hours a day, 7 days a week for information that can be
accessed without a provider number. The menu options that do not require
entering a provider number include:

•  Billing criteria for procedures most frequently inquired about by providers

•  Upcoming schedule of provider seminars for the caller’s area

•  A monthly news flash consisting of items of interest to providers

•  Information about ordering Medi-Cal Dental forms

•  Information about enrollment in the Medi-Cal Dental Program

•  Transfer to a telephone representative for further inquiry

The hours for accessing information requiring a provider number are Monday
through Sunday from 2:00 a.m. to 12:00 midnight. The optimum time to call is
between 6:00 a.m. and 10:00 a.m. or between 3:30 p.m. and 5:00 p.m. when calls
are at there lowest level. The menu options that do require entering a provider
number include:

• Patient history relative to specific service limited procedures

• Status of outstanding claims and/or TARs that the caller has submitted

• Provider financial information (next check amount and net earnings for the
current or previous year)

California Medi-Cal Dental Program
BASIC TRAINING SEMINAR
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MEDICARE/MEDI-CAL CROSSOVER CLAIMS

Medicare will pay for certain dental services. See the Medicare/Medi-Cal
Crossover Procedure Codes and Descriptions list in the Medi-Cal Dental
Provider Handbook for procedures that qualify. Medi-Cal Dental processes
claims and TARs for Medicare covered dental services in accordance with the
following Medicare/Medi-Cal crossover policies and procedures:

1.   If a provider is not a Medicare provider, indicate this in the comments section, 
Box 34 on the claim form.  Submit the claim directly to the Medi-Cal Dental for 
reimbursement.  

2. A provider must be enrolled with the Medicare program to be reimbursed by 
Medicare.

3. An enrolled Medicare provider may submit claims to the Medi-Cal Dental 
program for crossover procedures upon completion and approval of the MC 0804 
Form.  The provider must currently be enrolled in Medicare, must not be enrolled 
in the Medi-Cal Dental program, and must be providing services to dual eligible 
members.  Existing Medi-Cal Dental providers do not need to complete this form.  
The MC 0804 Form  may be obtained  from the Medi-Cal Dental website or by 
calling the Toll-Free Provider line.

4.   Approved and paid Medicare dental services do not require prior 
authorization from the Medi-Cal Dental program.

5.   Payment for a Medicare covered dental service does not depend on place of 
service; hospitalization  or non-hospitalization of a patient and has no direct 
bearing on the coverage or exclusion of any given procedure. 

13
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HOSPITAL CASES

When dental services are provided in an acute care general hospital or a
surgicenter, document the need for hospitalization (e.g., developmentally disabled,
physical limitations, age, etc.).

To request authorization to perform dental-related hospital services, providers need
to submit a TAR with radiographs/photos and supporting documentation to the
Medi-Cal Dental program. Prior authorization is required only for the following
services in a hospital setting: laboratory processed crowns/bridges, prosthetics,
and implants. It is not necessary to request prior authorization for services that
do not ordinarily require authorization from the Medi-Cal Dental program, even if
they are provided in an outpatient hospital setting. In all cases, an operating room
report, or hospital discharge summary must be submitted with your claim for
payment.

Services that require prior authorization may be performed on an emergency basis;
however, the reason for the emergency services must be documented. Enclose a
copy of the operating room report and indicate the amount of time spent in the
operating room.

Hospital Inpatient Dental Services (Overnight or Longer)

If a provider is required to perform services within a hospital setting, the provision of
the medical support services will depend on how the Medi-Cal member receives
their medical benefits. Members may receive medical benefits through several
different entities:

• Medi-Cal Fee-For-Service (FFS)
• Geographic Managed Care (GMC)
• Medi-Cal Managed Care
• County Organized Health Systems (COHS)

Refer to your Medi-Cal Dental Provider Handbook under “Section 4: Treating
Members” to determine the entity providing a member medical services.

Requesting Hospital Dental Services for Medi-Cal Members Enrolled in the Medi-
Cal (FFS) Program

Authorization is required from Medi-Cal to admit the patient into the hospital.

14
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This authorization must be submitted on the Medi-Cal Form 50-1, which should be
sent directly to:

Department of Health Care Services
San Francisco Medi-Cal Field Office
P.O. Box 3704
San Francisco, CA 94119
(415) 904-9600

The Medi-Cal Form 50-1 should not be submitted to the Medi-Cal Dental program,
this will only delay the authorization for hospital admission.

If your patient requires emergency hospitalization, a ‘verbal’ authorization is not
available through the Medi-Cal field office. If the patient is admitted as an
emergency case, the provider may indicate in the Verbal Authorization Box on the
Medi-Cal Form 50-1, “Consultant Not Available” (CNA). An alternative is to admit
the patient as an emergency case and submit the 50-1 retroactively within ten
working days to the Medi-Cal field office.

Your claim for payment of dental services is submitted to the Medi-Cal Dental
program and must be accompanied by a statement documenting the need and
reason the emergency service was performed. Include a copy of the operating
room report.

Requesting Hospital Dental Services for Medi-Cal Members Enrolled in the GMC,
COHS, or Medi-Cal Managed Care Plans

The dentist must contact the patient’s medical plan to arrange for hospital or
surgicenter admission and medical support services. All medical plans that provide
services to Medi-Cal managed care members are contractually obligated to provide
medical support services for dental treatment. If the Medi-Cal Field Office receives
a Form 50-1 for a Medi-Cal patient who receives their medical benefits through one
of these programs, the form will be returned to the submitting dentist.

MAXILLOFACIAL-ORTHODONTIC SERVICES (MF-O)

All MF-O surgical and prosthetic services, TMJ dysfunction services, and services
involving cleft palate/cleft lip require prior authorization. The exceptions to this are
diagnostic services and those services performed on an emergency basis.
Providers and their staff should be aware of the procedure codes specific to the
MF-O program. These codes are listed in your Medi-Cal Dental Provider
Handbook.

15
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California Medi-Cal Dental Program
BASIC TRAINING SEMINAR

ORTHODONTIC SERVICES

Orthodontic benefits for eligible individuals under the age of 21 are available under the
California Medi-Cal Dental Program when medically necessary. Services must be
performed by a qualified orthodontist who is enrolled as a Medi-Cal Dental provider.
This program covers handicapping malocclusion, cleft palate/lip, and cranio-facial
anomalies cases. A Handicapping Labio-Lingual Deviation (HLD) Index California
Modification Score Sheet must be submitted to document the medical necessity. To
document a handicapping malocclusion, it is necessary to have a minimum score of 26
on the HLD score sheet. There are also six automatic qualifying conditions: cleft
palate deformity, cranio-facial anomaly, a deep impinging overbite causing destruction
of the palatal soft tissue, an anterior cross-bite causing clinical attachment loss and
recession of the gingival margin, severe traumatic deviation, or an overjet greater than
9mm or a mandibular protrusion greater than 3.5mm. See Provider Handbook, page
9-11 for more information.

CALIFORNIA CHILDREN'S SERVICES (CCS)

The CCS program provides healthcare to children and adolescents under 21 years of
age who have a CCS-eligible medical condition. Patients must apply to CCS to be
eligible for services provided under this program. The patient’s caseworker can refer
the patient to his or her local CCS county or regional office.

All CCS dental/orthodontic providers must be enrolled and active in the Medi-Cal
Dental program prior to receiving payment. If a provider has a valid authorization
issued by the CCS program, the authorization will be honored through the expiration
date. Continue using the same processing guidelines that were in place when the
services were authorized.

Program Guidelines:

All CCS members are subject to the scope of benefits, prior authorization and
processing guidelines as defined in the Medi-Cal Dental Provider Handbook. The CCS
Program only authorizes dental services if such oral conditions affect the member’s
/CCS-eligible condition. See Provider Handbook, page 9-1: Special Programs, for
more information.

CCS/Medi-Cal: The CCS program will no longer issue authorizations for CCS/Medi-
Cal members. Providers are to submit all claims and TARs directly to the Medi-Cal
Dental program. If a member requires services beyond the scope of the Medi-Cal
Dental program, they may qualify for the Early and Periodic Screening, Diagnosis and
Treatment (EPSDT) program.
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CCS Only: CCS eligible members will continue to require service authorization
requests (SARs) from CCS. Providers must request a SAR from the CCS county
or regional office prior to submitting claims and TARs to the Medi-Cal Dental
program.

THE PROFESSIONAL COMPONENT

The Medi-Cal Dental program has a professional unit consisting of dental
consultants who are licensed dentists. The consultants review all claims and TARs
which require professional judgment. These dental consultants assist the Medi-Cal
Dental Program Provider/Member Services and Clinical Screening departments
with reevaluations and special cases.

In addition, there are clinical screening dentists located throughout the state. They
are responsible for pre-screening cases that may require clinical evaluation under
the guidelines of the Medi-Cal Dental program.

After the clinical screening dentist has examined the patient, the screening report is
reviewed by a Medi-Cal dental consultant. The claim or TAR is subsequently
approved, modified, or denied. The Medi-Cal Dental clinical screening dentists also
do post-operative screenings.

ONSITE TRAINING VISIT
Provider Representatives are available for On-site visits to assist providers with
policy or billing issues that cannot be resolved by telephone or written
correspondence. Medi-Cal Dental will determine the necessity to schedule an on-
site training visit. To request a visit please contact the Telephone Service Center at
(800) 423-0507.

SEMINARS
There are four types of Medi-Cal Dental Seminars- Basic/EDI, Advanced,
Workshops and Orthodontic. All seminars are free of charge and offer continuing
education credits based on the hours of training conducted. Visit the Medi-Cal
Dental website at www.dental.dhcs.ca.gov or you may contact the telephone
service center for the current seminar schedule and to make a reservation.

17
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American Sign Language(ASL) and Language Services

American Sign Language (ASL) translation and language assistance services are available to
Medi-Cal members at no cost. Either the Medi-Cal dental provider office or the member can call
the Telephone Service Center (TSC) Monday through Friday, between 8 a.m. and 5 p.m. to
request language assistance over the telephone or to schedule an ASL translator to be present at
the time of the appointment. Providers can supply a language interpreter in the office, or
providers can call the TSC to access language interpreters available in 250 languages and
dialects..

Medi-Cal dental providers should call the Provider Telephone Service Center at (800) 423-0507
and Medi-Cal members should call the Medi-Cal Dental Telephone Service Center at 1-800-322-
6384. Members with hearing or speaking limitations can call the Teletext Typewriter (TTY) line at
(800) 735-2922, Monday through Friday, 8 a.m. to 5 p.m. At all other times, Medi-Cal members
should call the California Relay Service TDD/TTY at 711 to receive the help they need.

CASE MANAGEMENT
Dental Case Management is designed to assist Medi-Cal members with special health care
needs who are unable to schedule and coordinate complex treatment plans among multiple
practitioners. This is a program designed for members with mental, physical and/or behavioral
diagnosis or diagnoses who are unable to schedule and coordinate complex treatment plans
involving one or more medical and dental providers.

Some examples of qualifying special healthcare needs include physical, developmental, mental,
sensory, behavioral, cognitive or emotional impairment or other limiting condition that requires
medical management, health care intervention and/or use of specialized services or programs.
Referrals for Case Management services are initiated by the members’ Medi-Cal dental provider,
medical provider, case manager or case worker and are based on a current, comprehensive
evaluation and treatment plan.

The Case Management referral form is located on the Medi-Cal Dental website:
www.dental.dhcs.ca.gov. Members must be referred by a Medical or Dental professional by
completing the secure online referral form. After completing the referral form, it must be emailed
to DentalCaseManagement@delta.org. Please visit our Provider Forms Page/Dental Case
Management section to download and submit a Case Management Referral form. If you have
questions when submitting an online referral, please contact the Telephone Service Center at
(800) 423-0507.

CARE COORDINATION SERVICES
Care Coordination services are offered by the Telephone Service Center (TSC). Care
Coordination Services allow Medi-Cal members to call and gain access to dental services with the
direction and support of our TSC representatives, who assist members with: Locating a General
or Specialist, Dentist, Accessing Appointments, Translation Services, Transportation Assistance
Members can access the Care Coordination Services by contacting the Telephone Service Center
at (800) 423-0507, and request Care Coordination assistance.

18
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THE MEDI-CAL DENTAL PROVIDER HANDBOOK and BULLETINS

The Medi-Cal Dental Provider Handbook and Medi-Cal Dental Bulletins are available on
the Medi-Cal Dental website at www.dental.dhcs.ca.gov.
The Medi-Cal Dental Provider Handbook has been developed to assist the provider and
office staff with participation in the Medi-Cal Dental program. It contains detailed
information regarding the submission, processing and completion of all treatment forms
and other related documents. The Handbook should be used frequently as a reference
guide to obtain the most current criteria, policies and procedures of the California Medi-
Cal Dental Program.
The Medi-Cal Dental Bulletins are published periodically to keep providers informed of
the latest developments in the program. New bulletins will appear in the “What’s New
Section” of the Medi-Cal Dental website and are incorporated into the “Provider Bulletins”
section of the website. This section should be checked frequently to ensure that your
office has the most updated information on the Medi-Cal Dental program.
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Billing Providers
To receive payment for treating eligible Medi-Cal members, dental providers must be
enrolled in the ‘Medi-Cal Dental Program’. Enrollment is completed through the Provider
Application and Validation for Enrollment (PAVE) portal. The Provider Enrollment
Division (PED) provides an online enrollment application process.

Note: Paper applications are not accepted and will be returned. Once the enrollment
process is complete, the new billing provider will be informed of acceptance into the
program which will include the Billing Provider number and a Personal Identification
Number (PIN).

The new Billing Provider will also receive a starter packet of forms. Additional forms may
be ordered by completing the ‘re-order form’ found on the Medi-Cal Dental Website.

RENDERING PROVIDERS
Each dentist who treats Medi-Cal patients must be enrolled in the Medi-Cal Dental
program. The Rendering Provider number will be the type 1 NPI number that the Dr.
obtained from NPPES. Group and rendering providers will be required to complete an
affiliation form within PAVE. The Rendering Provider number will go in Box 33 on your
Claims and NOAs.

BILLING INTERMEDIARIES
Medi-Cal Dental accepts claims prepared and submitted by a billing service acting on
behalf of a provider. The provider and the billing service must complete (The Medi-Cal
Dental Provider and Billing Intermediary Application/Agreement). Once the process is
complete the billing service will receive a registration number which must be included on
all claim forms they submit on a doctor’s behalf.
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What is PAVE? 
• PAVE: Provider Application and Validation for Enrollllment System 

- Interactive 

- Web-based 

- Secure 

• PAVE is for: 

- Providers who want to enroll in Med i-Cal Fee-for-Service 

- For already enrolllled Fee-for-Service providers who need to update 
their enrollllment accounts 

• All changes to your practice 
and/or license must be 
completed through the PED 
website, within 35 days of the 
change. 

• PAVE Application 
https://www.dhes.ca.gov/provgo 
vpart/Pages/PED .aspx 

B-PR L TRN-00~ Al 
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• DHCS will send a revalidation notice to the provider when they are 
required to submit a revalidation application. Revalidation notices will 
be mailed to the service address enrolled with Medi-Cal . All 
providers are required to re-validate in order to continue participating 
in the Medi-Cal Dental Progiram. 

• Dental providers submit revalidation applications using PAVE For 
more information, please contact PED using the Inquiry Form found 
on PED's website under 'Provider Resources· at 
https://www.dhes.ca.gov/provgovparVPages/PE D .aspx. You can also 
call the PED Message Center at (916) 323-1945. 
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Enrollment Inquiries
For Medi-Cal provider enrollment information, please contact PED using the Inquiry 
Form found on PED’s website under ‘Provider Resources’ at 
https://www.dhcs.ca.gov/provgovpart/Pages/PED.aspx
You can also call the PED Message Center at (916) 323-1945. For PAVE application 
questions, email PED at PAVE@dhcs.ca.gov, or send a message in PAVE.
Revalidation Inquiries
Dental providers submit revalidation applications using PAVE. DHCS will send a 
revalidation notice to the provider when they are required to submit a revalidation 
application. Revalidation notices will be mailed to the service address enrolled with 
Medi-Cal. 
PAVE Technical Support
For PAVE technical support, please call the PAVE Help Desk at (866) 252-1949. The 
Help Desk is available Monday-Friday from 8:00 am-6:00 pm, excluding State 
holidays. You can also use the PAVE Chat feature while in PAVE. The Chat feature is 
available Monday-Friday from 8:00 am-4:00 pm, excluding State holidays.
Billing Inquiries and EFT Inquiries
Please call the Medi-Cal Dental Telephone Service Center (TSC) at (800) 423-0507. 
TSC Representatives are available Monday-Friday from 8:00 am-5:00 pm. 
PIN Confirmation/Reset
To confirm or reset a PIN, send a written request to Medi-Cal Dental at PO Box 15609, 
Sacramento, CA 95852-0609. A PIN cannot be confirmed or reset over the telephone. 

Enrollment Assistance 
• For Medi-Cal provider enrollment information , please contact Provider Enrollment Division 

(PED) using the Inquiry Form found on PED's website under 'Provider Resources' at 
https://www.dhcs.ca.gov/provgovpart/Pages/PED.aspx 

• Provider Enrollment Division (PED) Message center 

• Phone number: (916) 323-1945 

• For Application questions emai l: PAVE@dhcs.ca.gov or send a message in PAVE 

I • PAVE Technical support 

\ 
• PAVE Help Desk at (866) 252-1949. The Help Desk is avai lable Monday-Friday 

from 8:00 am-6:00 pm, excluding State holidays. You can also use the PAVE Chat 
feature while in PAVE. Chat is available Monday-Friday from 8:00 am-4:00 pm, 

, excluding State holidays. - B·PRL TRN 00~ Al 

https://www.dhcs.ca.gov/provgovpart/Pages/PED.aspx
mailto:PAVE@dhcs.ca.gov
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‘Electronic Funds Transfer’ 
DIRECT DEPOSIT

Medi-Cal Dental check-write is 1 per week on Thursdays.  And funds are deposited 
directly into your bank account on Wed night, and they would be available to you on 
Thursday morning. (Rather than Sat. or Monday with a paper check)
1. Enroll in Electronic Funds transfer through PAVE
2. No more waiting for the mail (or problems with lost checks/postal problems.
3. Notification of deposits will appear on your EOBs which will still go to the office (or 
wherever the Dr. directs).

Medi-Cal Dental payments are deposited 
directly into a checking or savings account 

No more waiting for the mail service 

Notification of deposits will appear on the 
EOB 

Request Direct Deposit through PAVE 
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Eligibility 



MEDI-CAL MEMBERS IDENTIFICATION

Members are required to sign their Benefits Identification Card (BIC) prior to presenting
the card for services. This requirement does not apply to persons 17 years of age or
younger, or to those who reside in a long-term care facility.

Verification of identification is required for members who are unknown to the dental office
except, when a member is 17 years of age or younger, is receiving emergency dental
services, or resides in a long-term care facility. For all other members, the Medi-Cal
Dental providers must make a “good-faith” effort to verify identification before providing
Medi-Cal dental services. A good-faith effort means matching the name and signature
on the BIC against the signature on a valid photo ID or any other document which
appears to validate and establish identity.

Medi-Cal members who are unable to sign their name or make an “X” instead of a
signature because of a disability are not required to sign their cards. Providers must still
attempt to match the name on the BIC with an acceptable photo identification. If a
provider does not attempt to identify a member and provides services to an ineligible
member, payment for those services may be disallowed. Providers must verify eligibility
every month for each member who presents a BIC, paper Immediate Need or Minor
Consent card. A provider who declines to accept a Medi-Cal member must do so before
accessing eligibility information with the exceptions listed in the Handbook. The State of
California Department of Health Care Services (DHCS) will also review claims to
determine providers who establish a pattern of providing services to ineligible members
or individuals other than the member indicated on the BIC.

If a provider suspects this type of fraud or abuse is occurring, he or she should report it
immediately by calling the (800) 822-6222, Monday through Friday between 8:00 a.m.
and 5:00 p.m.

The BIC is a permanent plastic card issued once. The front of the card contains the
member’s ID number, name, birth date and issue date. The reverse side contains a
magnetic strip and member’s signature area.

The BIC is NOT a verification of eligibility but DOES contain the information to enable the
provider to access eligibility.

Providers have two methods available to verify eligibility information. The options are:
1. Touch-tone telephone
2. Internet access

California Medi-Cal Dental Program
BASIC TRAINING SEMINAR

27B-PRL-TRN-006.AG
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Eligibility 
• The County Department of Social Services establishes eligibility 

• Information is transferred to the Department of Health Care 
Services (DHCS) 

• Verify eligibility monthly 

• Members turning 21 years of age 

• Eligibility Verification Confirmation Number (EVC) 

Mledi-Ca 
Benefits 
Identification 
Card (BIC) 

State of 
California 

Benefits 
Identification 

110 1Mo. 99999999999999 Card 
FIRSTM. lASl 

M mm dd yyyy 

TltisC1rd t• for 1deutlflC1t1onONL\', 1t d<M,,11oc 
guorantee ellgib lluy. Cony this <>rd with yon to 
yom· ruedi."'1l provld~r. DO NOT THRO\V 11\VA\' 
THIS CARD, ~Ususe <>f this card Is unlawful. 



OPTIONS TO ACCESS THE POINT OF SERVICE (POS) NETWORK
The POS is set up to verify eligibility and perform Share of Cost (SOC) transactions. The
network may be accessed through the following ways:

Touch-tone Telephone Access
With the use of an assigned PIN, all providers with a touch-tone telephone may access
the Medi-Cal Automated Eligibility Verification System (AEVS). The automated system
will provide eligibility and Share of Cost (SOC) information that is current and up-to-date.
Please remember other information such as patient history or specific claim activity is
available only through the Medi-Cal dental program. AEVS is accessible 22 hours a day,
7 days a week. The toll-free number to access AEVS is (800) 456-AEVS (2387).

Internet Access
The Medi-Cal website on the internet at www.medi-cal.ca.gov allows providers to verify
eligibility and update Share of Cost liability. This secure site is accessed by using the
billing provider number and PIN

Custom Applications
Providers with large claim volume and extensive computer systems may require
custom applications to allow their system to interface with the POS network. The
technical specifications to develop the program are available at no charge. The same
eligibility and SOC information will be available to those using this method.

ELIGIBILITY VERIFICATION CONFIRMATION (EVC)
If the member’s eligibility has been established for the month requested, an EVC number
is received. This number should be recorded in the patient record. Please enter the
EVC number in the field available on the Treatment Authorization Request (TAR)/Claim
form, or in Box 23 on the Notice Of Authorization (NOA).

California Medi-Cal Dental Program
BASIC TRAINING SEMINAR
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Eligibility 

• The Medi-Cal program verifies eligibility 

• Two ways to verify eligibility through the Point of Service (POS) 
Network 

1) Touch Tone Telephone (A.E.V.S.) 
2) Internet (www.medi-cal.ca.gov) 

• Request a POS Network/Internet Agreement from the 
POS/lnternet Help Desk or Medi-Cal 

Web Elig1ibility 
www.medi-cal ca .gov 

0 
11111 w.,.t411 La$ .. u t'o lL~lf•1 a ni. 

f'IWllm~f.s~-kNIY!l,J ("" 
~~t...,;nwo:Mdn 

0 0 
~.._IIIUfpowaJillw.......,i,,, 

Uld°l:>~~Ml<R«W6-
Ca,11:+V(ts ~~ ....... 

11-.0 ~i:-.,.,.n 
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Web Eligibility 
www.medi-cal .ca . 

Med I-Cal Providers 

Pf0v6:!1 En,~llnMl 
Enr~I or ni-mr m ;a Mnd1-Czt p11:Mda1 

New Pw,,,Je,r 
Welcome ~ PfQViders .access oo~nt ID help 100 get 'Star'vedl 
"11ll Med<Gal 

Oulttlad"I iu"'d Ed'J.JC81k>B 
Om:t .. !il!'.!,p lll!nirnmgllnd 1~ura!I tla~, f!H MD:h-Cnl billarSi'!lml 

IJHQ¥KHJl'Jc 

......... 

fifJ 

Roi ~. 

Tfl!ll'l:!)l!tf:HYl!i 

AcalS$ zrn~d pn:mdi!1 SIIIMl;e:s far dnnrB cilgt:Ull)I mq.J•Y 

1nrJ Q1h-ilf Ml;tQI-(: Mi!MQtl'!ii 

f'iut>IIC<Jllol>S 
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6 ligibility 

Web Elig1ibility 
www.medi-cal .ca .. gov 

Medi-Cal Tr,msaction Services 

E~ity &l!n.cfi'-filguir 27(1' gigibil ity_11on,r,1 R .. e!'"., ill!l Mli'lli le 5ub5.CtibN'$ 

• Sirwe S~lvmib<'r 

.:!O;J l llli 

~ppeal Sla,us mqolf'J 

Claim S<au,, Rospon"' 12n1 

# Prtntidcr Servitts 

Sl4od rat.tor R-ll1.ti 

!o_lrlhr.., I S,.,~d• lnQt["Y 

fl'l)\11tter{.fi .-..,rit1;1lnq;1.111)' 

Sfngte Subscrib;ir Eligibility 

Swip,, Ca.rd' 

" 1pe Card 

mm/dd/Y)YI' 

• Sh.in> of CW iSOC!IS~nd 09""'" C,.,arant• 

c•~lm 54iJWS lrlqolry 

~dleal Soer,lces R<>,,,.,,lllOO 

C~ SlllW~ lnq_uir_y 

l'fatii:;in.il Clru..1 (o.d,:o ~quir.Y 

c aim Stot\is Request (2761 

Contirwuitl..s, C.11-e Inquiry 

~J:rdll«' Code ln~iry 

Web Eligibility 
www.medi-cal .ca.gov 

Single Subscriber 

• Subii;; riber lD 

[ Subscnber ID 

• l "uoDirto 

mm/Gd 'f'IY'I mm/ddlvm 

• Indicate~ reQu ired field 
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W L,HC<; Modi•Col Provicl ,. 

Web Eligibility 
www.medi-cal .ca.gov 

Hr,mo Tr;,ns.xtu:inStn>~ Slfl!:hlSi.ob:t.(r.blf Slng1t,S.lttmibc'f~ 
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Additional Information 

Aid Code information 
may be found in the 
Medi-Cal Dental 
Provider Handbook or 
on the Med·-ca 
website 

✓ Type of Benefits 
✓ soc 

Aid Codes 
ot everyone 

.. 
receiving 

Medi-Cal has full-scope 
benefts 
■ Limited Services 
■ Restricted Services 

-... 

• Emergency Services 
Only 
,,, Require an 'Emergency 

Certification Statement' 

-' 
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Aid Codes 

Emergency services only aid codes (for OBRA members) 
contain specific emergency procedures, regardless of age 

- See Section 4 for the allowable procedures 
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• 
• 

• 

• 

• 

Managed Care IPlans 
• Member must go to a plan provider 

......, ...__ 
SUBS.CR,IBE:R LAST NAME: XX:XX:XX. EVC# OOOO0AKEOR. CNTY CODE: 19. P~IMARY AID CODE: 00. MEDI-CAL. 
ELtG:lBLE WI NO SOC/SPE:NO DOWN. HEAL.TH PL.AN MEMSER; PHP-HL TH NET: MEDICAL. CALL (800)000-0000. 
HPC· ,,.. , 1 . • -~··. PCP: OR. XX:XX:X X:XX:X C.AL.L. (000) 000-0000. 

~ CESS DENTAL PLAN: DENTAL. CAL.L. WOOi ooo-onmci. 
~ 

11 1'.lm": Last, First M. 90000000A 

1.!Nle-e 0 11li:t: ~fhti s.th OnUI ; 

MMJOOfYYYY MM/DDIYYYY 

~Data: 
MM/DDIYYYY 00 

finl ~ lnlAld Cow S..ond ~ lnlAld Cow 

Diod ~ ln l /;ld C- --~; 19 - LO$ Angeile:s 

ff lC-., 

,,.ace Numb,u ~ V• IIIOKm Conliraarioa IEVCI ~ 

OOOOOAKEOR 

Other Insurance Coverage 
Other Coverage ~---

Prep a id Health Plans 
SUBSCRIBER LAST NAME: XXXXXX. EVC# OOOO0AKEOR. CNTY CODE: 11. PRIMARY AID CODE: 00. 
MEDI-CAL ELIGIBLE WI NO SOC/SPEND DOWN. OTHER HEAL.TH IINsu~···-- --· . UNDER CODE v. 

(PHP) / Health CARRlER NAME: BLUE CROSS OF CAUFORNIA ID XXXX0OOXXX00. COV@ MlPDVR. 
-- ..-

Maintenance Organization 
(HMO) "ami,1 Lut, F'iBtM. -- ID- 90000000A 

er,ilceDate: ~~ 8-th Oaltl : 

Indemnity Plans MMJDDfYYYY MM/DDIYYYY 

Medi-Cal Dental is always bilVIIDa1a: Pflmor) AH Cod": 

MMIDDIYYYY 00 

secondary carrier 

Other Coverage must be 
Finl Sfa,1,!: lcil Ald rbllli. S.Cood Sfa,1,: lol Aid r.olla: 

billed first Diod ~ ln l /;ld Cow --~; 11- G'l!mn, 

" IC_,; 

T11, r;:iellfo mbi:tr ~ Vetlfl~Confl~ IEVCJ ~ 
OOOOOAKEOR 
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Share of C,ost 
· Isa pre-set amount determined by DHCS for an individual 

or family 

• Any Health Care Services may be used 

• Updating SOC 

• Case Numbers 

• Non-Covered Services may be used to meet SOC 

250 Percent Working Disabled Pro,gram 

• Members with aid code 6G 

• The "Spend Down Obligation Amount" field is due to the 250 
Percent Working Disabled Program, the message will state 
that the recipient is eligible for full-scope Medi-Cal 

• The SOC amount is a premium that the recipient pays directly 
to the Department of Health Care Serv·ces (DHCS) 

• Providers are not to collect SOC amounts from the Working 
Disabled Program recipients. 

• www.dhcs.ca. gov /services/Pages/TPLRD _WO_ cont. aspx 
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Updating share of cost thru the POS network 

EXAMPLE: Patient share of cost is $87.00 

Examination 

2 Bitewings 

Prophy 

MM 00YY 

MM 00YY 

MM 00YY 

00150 

00272 

01120 

$40.00 

$27.00 

$60.00 

THEN: Submit a claim to the Medi-Cal Dental program for all services provided. 

Member Dental Cap 
■ $1800.00 Calendar year maximum A, 

• Applies 10 adults only (21 years and over) eu 
• Children are exempt (thru age 20) \,;:._·'f.}. 

■ Exclusions to the Cap: e (._,A 
• Emergency dental servicet._ '( 

• Dentures ~~ ::, 
• Maxillofacia I an co 1 ~ oral surgery 

• SeP5_e~ vide ·· for long-term care aid codes 

Cs~~ s'5fovided to residents of SNFs or !CFs 

Vederally mandated services (including preg1nancy-related services) 
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Benefits Table Guide 

Age/ Aid Code 
Fu ll Scope Table 4 

Benefits Emergency 

Full Scope aid code 

. Child (under 21) 

. Adult (21 and over) X 

. Member resides in an ICF or SNF 

. DDS Member 

Al l Ages - Emergency/Pregnancy aid code - Member is NOT 
X 

p reg nan t/postpa rtu m 

Member is pr~nan!L,p~tP5!!lUm (regardless of age and aid code) X 

Residents of Qualifying SNF, ICF, ICF-DD, 
ICF-D,DH ICF-D,DNI , 

• These patients are eligible for additional services 

• Services do not have to be provided in the facility to be payable 
benefits 

• Use the website to confirm the classification and licensing of a 
facility (not all facilities qualify): 

https://www.cdph.ca.qov/program s/chcg/lcp/ca lhea thfi nd/ Pages/Home. aspx 
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Pregnant Members 

• Pregnant members, regardless of age, aid code and/or scope 
of benefits are eligible to receive all dental procedures listed in 
the MOC 

• Includes 12 months of postpartum 

• All requirements and criteria must be met 

• Must document 'Pregnant' or 'Postpartum' 
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California 
Advanc·ng and 
Innovating 
M,edi-Cal 

Overview of CalAIM 

• CalAIM is a multi-year initiative to improve the quality of life and health 
outcomes of the Medi-Cal population by implementing a broad delivery 
system, program and payment reform across the Medi-Cal program. 

• The major components of CalAIM were the successful outcomes of 
various pilots (including the Dental Transformation Initiative) from the 
previous federal waivers. 

• All fee for service (FFS) claims will be processed and paid in accordance 
with the Manual of Criteria (MOC) and the Schedule of Maximum 
Allowances (SMA) 
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CalAIM ,effe,ctive January 1, 2022 
- CalAIM includes three oral health initiatives: 

--

Preventive Services- Pay for Performance (P4P) 

• To increase statewide uUlization of preventive servi:ces. 

Caries Risk Assessment and Silver Diamine Fluoride Benefits 

• Caries Risk Assessment (CRA) bundle including the allowable fncreased 
frequencies for moderate and high-risk CRA bundles and Silver Diamine luoride 
(SDF) as new statewide dental benefits in alignment w;th national dental care 
standards 

Continuity of Care- Pay for Performance (P4P) 

• A flat rate performance payment to dental provider service office locations that 
maintain dental continuity of care by establishing a dental home for each patient 
and perform at least a yearly dental exam/evaluation for two or more years in a 
row. 

CalAIM- Preventive Services 

• Periormance payments will be included in the weekly checkwrite for all 
qualified paid preventive services. 

• A performance payment at an additional 75% of the SMA 

• SNC claims will need to be validated for qualifying codes prior to issuing 
payment Periormance payments are earned and paid to SNC loca ions 
once a month. 
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PREVENTIVE SERVICES PAY FOR PERFORMANCE FEE SCHEDULE

PROCEDURE 
CODE

CODE DESCRIPTION CURRENT SMA PERFORMANCE 
PAYMENT

MEMBERS UNDER 
AGE 21

MEMBERS UNDER 
AGE 18

MEMBERS 
OVER 21

D1120 PROPHYLAXIS $30.00 $22.50 X

D1206 TOPICAL APPLICATION OF FLUORIDE 
– VARNISH (CHILD 0 TO 5)

$18.00 $13.50 X

D1206 TOPICAL APPLICATION OF FLUORIDE 
– VARNISH (CHILD 6 TO 20)

$8.00 $6.00 X

D1208 TOPICAL APPLICATION OF FLUORIDE 
– EXCLUDING VARNISH (CHILD 0 TO 
5)

18.00 $13.50 X

D1208 TOPICAL APPLICATION OF FLUORIDE 
– EXCLUDING VARNISH (CHILD 6 TO 
20)

$8.00 $6.00 X

D1351 SEALANT – PER TOOTH $22.00 $16.50 X

D1352 PREVENTIVE RESIN RESTORATION IN 
A MODERATE TO HIGH CARIES RISK 
PATIENT – PERMANENT TOOTH

$22.00 $16.50 X

D1510 SPACE MAINTAINER – FIXED –
UNILATERAL – PER QUADRANT

$120.00 $90.00 X

D1516 SPACE MAINTAINER – FIXED –
BILATERAL, MAXILLARY

$200.00 $150.00 X

D1517 SPACE MAINTAINER – FIXED –
BILATERAL, MANDIBULAR 

$200.00 $150.00 X

D1526 SPACE MAINTAINER – REMOVABLE –
BILATERAL, MAXILLARY

$230.00 $172.50 X

D1527 SPACE MAINTAINER – REMOVABLE –
BILATERAL, MANDIBULAR

$230.00 $172.50 X

D1551 RE-CEMENT OR RE-BOND BILATERAL 
SPACE MAINTAINER – MAXILLARY 

$30.00 $22.50 X

D1552 RE-CEMENT OR RE-BOND BILATERAL 
SPACE MAINTAINER – MANDIBULAR

$30.00 $22.50 X

D1553 RE-CEMENT OR RE-BOND 
UNILATERAL SPACE MAINTAINER –
PER QUADRANT

$30.00 $22.50 X

D1556 REMOVAL OF FIXED UNILATERAL 
SPACE MAINTAINER - PER 
QUADRANT

$30.00 $22.50 X

D1557 REMOVAL OF FIXED BILATERAL 
SPACE MAINTAINER – MAXILLARY

$30.00 $22.50 X

D1558 REMOVAL OF FIXED BILATERAL 
SPACE MAINTAINER – MANDIBULAR

$30.00 $22.50 X

D1575 DISTAL SHOE SPACE MAINTAINER –
FIXED – UNILATERAL – PER 
QUADRANT

$120.00 $90.00 X

D1320 TOBACCO COUNSELING FOR THE 
CONTROL AND PREVENTION OF 
ORAL DISEASE

$10.00 $7.50 X

D1999 UNSPECIFIED PREVENTIVE 
PROCEDURE, BY REPORT. 

$46.00 $34.50 X



B-PRL-TRN-006.AG 44

CalA M- CRA and SDF Benefits 

• To receive payment for the Caries Risk Assessment (CRA) bundle, dental 
providers must take the Treating Young Kids Everyday (TYKE) training 
hosted by the California Dental Association (CDA) 

• Providers will need to complete an attestation form and provide proof of 
TYKE training 

• Dental providers with an active status, have completed an attestation form 
and TYKE training during DTI domain 2 are not required to complete these 
again 
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CalA M CRA Benefit 
CRA bundles includes the CRA exam (D0601, D0602, D0603) and nutritional 
counseling ( D 1310 ). Based on the risk level associated with each Medi-Cal 
member (ages 0-6) 

• Caries Risk Assessment ($15.00) 

, D0601 = Low Risk 
),,, D0602 = Moderate Risk 
, D0603 = High Risk 

• Nutritional counseling: D1310 ($46.00) 

, D1310 

Additional services such as cleaning, fluoride, and exam can be rendered 
based on the risk level. 

Caries Risk Assessment Bundles 

Low risk 

Moderate risk 

High Risk 

CARIES RISK NUTIR TIONAL FIREQUENICY BUNDLIE FIEE 
ASSESSMENT COUNISELING 

($15.00) ($46.00) 

D0601 D1310 6 months $61.00 

D0602 D1310 4 months $61.00 

D0603 D1310 3 months $61.00 



B-PRL-TRN-006.AG 46

CalAIM Benefit - Caries Arresting Medicaiment 

Silver Diamine Fluoride (SDF) is a covered service available for all ages, 
subject to medical necessity. Procedure code 01354 Interim Caries 
Arres1ing Medicament Application per-tooth, the criteria must be met for 
payment. 

• It is paid $12 per tooth 

D1354 - Caries Arresting1 Medicament 
• Requires a tooth code 

• A benefit 

• For members under age 7 

►Photograph required 

► Flexibiinti1es allowed for members under age 4 (per SB 1403) 

• For members age 7 or older, in addition to a current i1ntraoral photograph, 
must submit a current, diagnostic periapi1cal radiograph and must 
document the underlying condirtions that exist which indicate that 
nonrestorative caries treatment i1s optimal 

• D 1354 is a benefit once every six months, up to ten teeth per visit, for a 
maximum of four treatments per tooth 
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CalAIM- Continuiity of Care 

" This pay-for-performance payment offers a flat rate payment to dental 
provider service office locations Fee For Service (FFS) and Safety Net 
Clinics (SNCs) that maintain dental continuity of care by establishing a 
dental home for each patient and perform at least a yearly dental 
exam/evaluation for two or more years in a row. 

" Paid at the flat rate of $55 once per year in addition to the SMA. This 
payment will be included in the weekly checkwrite for the FFS delivery 
system. 

" SNC claims will need to be validated for qualifying codes prior to issuing 
payment Performance payments are earned and paid to SNC locations 
once a month. 

• 

Co·ntinuity of Care Example 

• Exam/evaluation paid for two or more consecutive years qualifies the service 
office location for a flat rate performance payment 

PAID EXAM/EVALUATION CALENDAR YEAR 2021 I CAlENDAR YEAR 2022 
-

D0120,D0145, D0150 X X 
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Continuity of Care Dental Codes 

• Service office locations are eligible to earn performance payments on one 
service performed annually using any of the specified codes depicted 
below at the flat rate of $55. 

PROCEDURE CODE PROCEDURE CODE NAME 

D0120 Periodic Oral Evaluation - Establliish Patient 

ID0145 Oral Evaluation For A Patient Under Three Years Of Age 
And Counsel ing With Primary Caregiver 

D0150 Comprehensive Oral Evaluation - New Or Established 
, Patient 

Resources and Forms 
DHCS website 

https://www.dhcs.ca.gov/se rvices/Pages/D HCS Ca IA IM-Dental .aspx 

• Treating Young Kids Everyday (TYKE) training 

• Caries Risk Assessment (CRA) form 

• Attestation form 

Questions about CalAIM 

dental@dhcs.ca .gov 
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Did You Know? 

• Medi-Cal Dental has been accepting ED I documents since 1994 

• EDI claims are processed an average of five days faster than 
paper claims 

• Over 70% of Medi-Cal's Dental incoming documents are 
received electronically 

Why EDI? 

• To maximize computer capabilities 

• To make billing simpler 

• To have fewer rejections 

• To have tracking capabilities 

• To receive payment faster 

• Saves Money - Estimate your savings on the NDEDIC website 
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1. From the website: 
www.ndedic.org 

2. CI ick on the 'Resources' 
Tab and select the 'EDI 
Savings Calculator' 

3. Enter your data 

4. Click 'Calculate' to see 
your savings 

See What EDI Can Do For You! 
~iJdlllDllill«M~•...-m.-njlmMl"iM-U.~ lia!ll,'ii"n.1»'8~~-,tt ... l'f;NHOl l ll!lell.ffl::i 
....,_-l!Oil;gJ•i.i,n,illdf'is,dwt,.,,....-,1 £00,.JIIOl'1-0EDC;•'!!«l~t-- ~~ 

~---- -· -_,.___ ___ ,..... 

..,_-·fl"--·,.. 
•N•- • - -•-- •- . ... , 

f 

f -

--· --
'" •i;-__ -·- ·-

l"OI ,wti: LllnnLUl cbtu _..,.U:r-1 r-=ii--=-,Yrii Da-'l«::11 ~ .-1 ~,trr.ci,t~fl 11JJOC ,tJ~ 
Utl:U l tQ ~ ti! Q1£l:l ""-nf3. "9q ... ,nlJ UD t'4I NIN.~_,,.. lo,,_~ q_ 

••-....ir-..otVr,,,...,i . ._,_.._._..__r-1•--- p-.,11111111,--.,-_.._..,.,.,_ ..................... , .. __ ..c.,,. ____ _ _. ......... "-M!l-liift 
w.Dfn~_,.,,.. .. '#n'COI. 

Getting Started With EDI 
• Must have practice management software or access to the Internet 

• If necessary, enroll with the clearinghouse that works with the 
office's practice management software 

• Must enroll with the Medi-Cal Dental, EDI Department 

• Do not send electronically until the office has been notified of 
activation by the Medi-Cal Dental program 

• Take a few minutes to read the EDI How-to Guide 
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When Preparing 
An EDI 

Document. ... 
Comple e required fields 

Check for atturate lnformat,on 

Use the ~omment or note section ol the s.oftware to proa,de 
addlt,onal written lnfonnallon 

Use only the current CDT procedure code forrna 

Cllearinghouse Dai y Reports 

• Submitter Report -

This report is generated prior to the transmission of the claims to 
the clearinghouse 

• Transmission Summary Report -

This is verification that the claims have been received by the 
clearinghouse and have been submitted to the appropriate payers 
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Medi-Cal Dental Program 
EDI 

REPORTS 

• • ..., 

~-----"------------------~-------66 _______________________ ~ 
B-PF1.-'JRN-IJ05.AB 

Daily EDII 
Do,cuments 
Received Today 

CP-0-973-P 

REPORT ID: CP-0-973-P M!IDI-CAL DENTAL 

PERIOD EtfDING: MM/DD/YY PROVIDER/SVC OE'C 

PROORAM ID: DCB9'7:las DJl:ILY E.DI OOCOME'..NT9 RE.CE.rVED TOOA.Y 

' ' PROV/51'C PROVIDER 

OR NPI DCN 

a oa oa oa oa o aa oa oo oo o 
• · MEDI CAL >lBR: aoooooooooooao 

a oa oa oa oa o aa oa oa oa o 
M!IDI CAL NBR: 00000000000000 

0 00 00 00 00 0 00 00 00 00 0 

' ' BASE: RECIPIE.NT N1IME 

DCN LAST E"IRST 

noooaooooo LAST E"'IRST 

DOC T 'lPE: C SUBM:ITTED FEE. : 

oaoaoaooa ~ .-:rRsT 
DOC TYPE: a SUBMITTED FEE:: 

YYOOOOOOOOO LAST E"IRST 

M!IDI CAL NBR: 00000000000000 DOC TYPE: C SUBMITTED FEE:: 

aoaoaoaoao aaoaoaoao ~yooooooooo LAST .-:rRsT 
MEDI CAt NBR : 00000000000000 DOC T'lPE: C SUBMJ:TTED FEE. : 

aoaoaoaoao aaoaoaoao TYOaoaooaoa LAST .-:rRsT 
M!IDI CAL NBR: 00000000000000 

0 00 00 00 00 0 00 00 00 00 0 

M!IDI CAL NBR: 

DOC TYPE: T SUBMITTED FEE:: 

YYOOOOOOOOO LAST E"IRST 

DOC TYPE: C SUBMITTED FEE:: 

0000000000 aoooooooo HOOOOOOOOO LAST E"IRST 
MEDI CAL NBR : 00000000000000 DOC T'lPE: C SUBM:ITTBD FEE. : 

aoaoaoaoao aooaoaooo TYOaoaooooa LAST .-:rRsT 
M!IDI CAL NBR: 00000000000000 DOC TYPE: T SUBMITTED FEE:: 

0000000000 000000000 YYOOOOOOOOO LAST E"IRST 

M!IDI CAL NBR: 00000000000000 DOC TYPE: T SUBMITTED FEE:: 

TOTAL PROV/ SVC CFC DOCUMEJ'JTS 

9 -

RUN ON: ,.., DD/n' 

PAGE: 

' 55N/CIN/ 

OR M!IDS 

oaoaoaoao 

30 .00 -
0QOQOQOQO 

200, 00 

000000000 

55, 00 

ooaoooaooo 
n . ao 
aoaoaoaoao 

331. 00 

000000000 

1430,00 

oaoaoaoao 
30 .00 

oaoaoaoao 
100, 00 

000000000 

so, 00 

l 
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Provider/Service _ 
... , .... ~,-----. -------------------EI.\IN- Olf_: _~----:-DD---:-/'lY----, Office Docum,ent :=~It<G: :!;:;~-e ffi<JV=/~~:rAL PAGB : l 

_ 
1 

_ - ' 
0 

- - - - - - - eT rn: OC896965 •• , llCC™El!Tr IONS .. , , , .. • 
Re1ect1ons R,eport eaov/s~ eRO"HDUI =m= NllMrO D SSN/CIN RSII 

j CR NeI OCN IAST FIRST T OR !!EDS !!ASE OCN CD 

CP-0-959-P 0000000000 
0000000000 
0000000000 

000000000 
000000000 
000000000 

PROVrDERISERVICE OEC TOTALS 

LAST 
LAST 

LAST 

....... A • l!Wlll.,11) ~/'INC Oli'C : 
B - lNVAL:XD C/H 

C - INVALID eROV /Cll : 
D - EYlTCH RE.JECTED 

E: - E>f'.CORD COUN'l'S HJSHM'Ctt : 
~ F - INVALID E'ROVI:□BR NJI.ME. : 

I ~ Ii - WH.ti::A'l'E tlOC1MEWl'S : 
H - SEOCil'l~ NOA I SSllE.D : 

I - INVALID RE'IVRN OCN 
J - SUB/PRO\'" /SITE M:ISMM'CH : 

!\ - CU! OVR 90 LINES - 4010 : 
L - tl'SE. CIM OR BIC-NOT SSN : 

M - FILE VERSictf NOT AJJrEI : 
N - •F'CCN' REQlJ"IRE..D 

P - CU! OVR 50 LINES - 5010: 

TOTAL REJE'.CTICfiS 

FIRST 
E':IR9T 

FIRST 

The Binder System 

C 
C 

C 

- --------- -- A --- .,,. 

A 

G 

• One way to manage the EDI reports is "The Binder System" 

.- ~ -- ..... 

• In a standard three ring binder: 
• Place index tabs numbered 1-31 (for the days of the month) 
• Fille the Transmission or CP-0-973-P report under the date billed from 

the office 

• This gives a starting point to track the EDI claims 
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The Binder System 
l<H0H I D: Cl•0-91S•I lGDl•CM. DlfN'l':Y. WN ON : IOI/DD/It 
PDl<:C> ~Ill<:: : 191/1»/YY n.¢1111) ✓= OPe P'MZ : 1 
~ II) : 1:,,::HJ~S~ DAl'LY IZ>I El0:o.'klm'$ Ua/lVZZ> =t\Y 

•nt;f!l/$V,:: n,:t!/ID - U,:!tl - ~/CIII/ 
• OJ; lltl Dell Dell '-MT PIMT OJ; HIZ>$ 
♦ ---------- ----------------- ----------- ------------ ---------- ---------
. ,oooooooQcO D Mc:DlU YYXlOCXlOOOCX==· · = · ,-.,,.•=us...-T - --,.......,.,..,-------tlo-uo-00-000.-- a.lM/DDJYY 
~ Mm'I CAL Nl!.R: ,o 0,0,0 0,0 o-a,o-o,o 0-0,0 DOC TYE'E: C SUBMI.T-'l'm FEE: 1.1 ' . 10-1) 
. ,oooooooQcOO y,QcOOOOOOOQcOOOOOOO ' a.lM/DD/YY 
• Mlll>I CAL "1!R: 0 OQcO 00 0 0,000 0 00 OOC TY!'.E: C £ '1WUTTEl!l FEE : 
. ,OOOOOOOQcOO y,QcOOOOOOOQcOOOOOOO YYXlOCXlOOOCX FiltST """" 
~ Mm'I CAL ~: 0 IHl'O 0,0 0 a,o 0,0 0-0,0 IX)C TYE'E : c: S,U'BMI.T-rm FEE : 
. ,OOOOOOOQcOO Y·OOOOOOOOQcOOOOQcOO YYXlOCXlOOOCX FiltST """" 
~ Mm'I CAL ~: 0 IHl'O 0,0 0 a,o 0,0 0-0,0 ilX>C TYE'E: T ,S,Ul!,MIT-'rEil) FEE: 

• 'l'O'l'1t.L n.¢11/= OFO ~$ : 4 

~O . ltO 
·OOOOQcOOOO 

2.U . 00 
OOOQcOOOOO 

11.00 

,_ 

• Indicate the date each claim is processed on the 
CP-O-973-P report 

• Remove page once an claims are processed 

• This quickly identifies the claims that have not 
been processed at the end of each month 

Claims with Attachments 

• Using the Base DCN listed on the report id: CP-O-971-P, mail 
radiographs to the Medi-Cal Dental program using special EDI 
labels and red bordered envelopes 

or 

• If the office is enroUed with a digitized imaging company, follow 
the format and instructions provided on sending digitized 
images of radiographs, photos, Justification of Need (DC-054) 
forms and narrative reports to the Medi-Cal Dental program 
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Digitized Images 

• The digitized i1mage number must be the 1st item in the 
comments/notes field. 

• Don't forget to ·nclude the '#' sign 

(N EA#999999/DTX#9999999/EH G#9999999/CHC#9999999) 

• The date on the radiographs should match the ""mage created 
date" (or the date the film/sensor was actually in the patient's 
mouth) 

Digitized Images 

• Offices using a digitized imaging company to submit 
radiographs and attachments, should still be familiar with the 
label process 

• If radiographs or attachments are not successfully submitted 
using digitized imaging, the office willl receive the CP-0 -971 -P 
report 

• It will then be necessary to submit radiographs and attachments 
using the label process 
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EDI Labels 

Labels must ·nclude: 

1. Billing NPI 

2. Member's first and last name below "PATIENT MEDS ID" 

3. Base DCN 

4. Provider's name and address 

u y 

0 

Claims With Attachments 

CP-0-971-P 

ll,lll ..., N l' I :mxxxxxxx 
P",T TW Dall 

PHC,vDC.; ,. P JA:.St' ~ t.AS'l' 

----· Clft ~ CA 00000 

I\El?ORT ID: CP-O- ~71-P HllDI-CAL Dll.WAL JI. • ON: ~/DDIYY 
PJ:RIOD ll.VDI 
PJI.OGll.!'.M ID: 

~I DD/YY PROVIDEJli SVC OfC PAGE: 1 
DC'l!~71BS X-AAY/ATTACIIMllli'I' JI.LQliLST 

PROV/SVC MSE 
OJI. NP! OOJil 

0000000000 nooooooooo 
HllDI CAL • 000000000 

0000000000 YOOOOOOOOO 
: 000000000 
YYOOOOOOOOO 

J1BDI C1'L R: 000000000 
0000000 0 YYOOOOOOOOO 

PROV 
OOJil 

11.ECIP!l.W 
LAST 

N~.MB 
FIJ\S'I' 

00000000000000000 LAST rIJ\S'I' 
SYS IND: '" DOC TYPE: C lllm!IT ~.MOl>"ST: 

00000000000000000 LASV l'IRSV 
SYS IND: • • • DOC VYPB: V SOBJill MOIJNV : 

00000000000000000 LAS! F'IRSV 
SYS IND: "• DOC VYPB: C SIJBl{IV MOIJNV : 

00000000000000000 LAS! F'IRSV 

llllli/CINI 
OJI.HllDll 

JO, 00 

200.00 

H30 .00 

SYS IND: "• DOC VYPB: C SIJBl{I! MOIJNV: 100. 00 

FJOl':llJ:iQ,. ... 
.UIJ.111 
u :..:L.a. 11111 

tMaTO 

Finl (IMS. 1111111 

m1F'•nc;P'Mt-nJ ,._Q 80--11113:!SJ 

► "'""''""' GI, .... ,,_...., .............................................. 
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EDI Documents Waiting Return 

CP-O 978-P 

~., 

PE:RIOO ezmr~, J,fi/DO/n PJIOVIDBR/.SV'C Oi'C 

P>:JN 00 : w.c./llPIY'C 

PAGEi 

o::~S"J 8~ C:AII.~ CIII ooc:,:au:m!5 ll'll'?UU::ii i;;r7L'TJUi U l?!'Ci;JIIA'l':IC!N :i, 'J DA:r s 

=• B~/CUU NEDI-CAL R!CIPIENt' 

oooc.000000 ,-;i:otn 40 000000000 

PRO'/ DCN1 OQOOOQOOO(XI BA8'.? OC'NI rYIJ"Ol}(IIJ'OIJ'(II) OOC 'l!:CPB:1 C BIJ!I A)f]! r 

OOOOOOOC-00 ~ t:o/n: :24 0 000£11)00£11}000£11) JJ.!!!"? 

PRC'/ OCN I 00000000000 'l! BIJ:B AH'! I 

0000000000 000000000 00000000000000 ~ 

'l! .(l:IJ!I A)f]! 1 

000000000 000{11}0001)000{11) l.1.!!!"? 

'fYOOOOOOOOO OOC 'l!'!PB: I C BIJ:B AH'! t 

l!!'J:P.:.!lt' Al:GJt'J' DOC ~ 

11);3.,{10 ~ ~....L--------------1 
l!!'IP.:.!1'1" .J.ODI'l' Do: ' ,,. •,.-u.~~:.;;:•:.:.n~~ ... ~ 

H8E-,DQ 

l!!':tP.:.!lr x~:clA'l'rcit 

100.1)0 
~ ·3 'l«J ... ,... -- -· ·------· ------ nn_,. _,.. -----..,,,_ n,,.,,_ ..... ,..._" __ _._ lllUll ~ 

Ulla nPD - --" 

,. " " 11;1"11 _...,.,n_,_'l.,._.,J ... ,,,..,..,,....,., ...., ,__,...,., 

..,., ,._,...,..,..,.TIT,,..,,IVT'I'.,, ___ ,,..,,._nu 
,....,_-rt:••ll. •11 ,.., ,n,,tt•• ►•,,,.-,.:n...,_.. ""• 
~t..ni.r-11 ..... IN'II. wn1r 11 "ta ar.......~ 
- 1--.~I TIT'WTI-l!ffn..lWJ..,_.,•'l!l"]lll'III 
Wf ,.,,_ ,,,_,..._,, .,,. -.-, ... 11. l'IN'T'l'.I, .. 

sirt1ile 
CALIFORNIA! 
Ml!bi-CAL HAS D~HTAL~D 
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CP 0-RTD-P 
Notice of 
Resubmission 

RTD 
fCP-0,..RM>-PI ,a NOIICI or N:i,1/maSHON 
BOSINESS WJ4B AND ADDRESS 

!0!/001Y1 20:~3:19 ri..a 01 or 01 ,,,. 
HD HSVI ~fl .HK/DD/n 

SBR'<ICB O!TICB/ ncnuoDS WJ4B 
1,[JM, JAHBS , rutO INC 

123~561891 HD DU'I D:OCH )G,1,/DD/YI ...._ ....._ 

30 CENTER SVREBV DOCUKENV VYPB: 'l'!Jt ..---
BEGINNING DOS: 

AN','VOliN CJ, 90250-3801 
------------PArIBNV INfQR!!hUON 

PRO'JlDBR OCN : 000000000000000 

INiFORHAl!ION 
BLOCK 
V00\>8-COOB 

r'IRSV WJ4B MEDICAL ID NBR DENVAL REC 
HJ_::t 00000000000000 

CLAill 

MOON! 
BILLED 
1'00 00 

nBLD CLAIM SDBKinBD PROCBDORB 
ND. LINE INFOR!!hUON CODE 
26 01 10 D2191 

OCN 
nooooooooo 1 

ERROR CD: 32 DBSC: SOfl!IU CIJRRSNV K-RAY rs I SBO~ING APICBS Oi' roora 
CORRBCV INFOR!!hHON: 

VOOl'B-COOB 26 01 10 D2191 
BRROR CD: 31 DBSC: SOBKIV CIJRRSN? K-RAYSIPBO?OORAPBS 
CORRBCV INfOR!!hrION: 

---.... K _______ _ 
SIGNAVORB D:ArB 

NOVB: PLEASE CORRBC? VBB CLAIIIIVAR/NOA. RBSOBKIV A COPY O'f VBIS FOR!! VBRO VBB 
111,lL. MIL ANY RBQOIRBD K-RAYS/A?VACB!!EN?S IN VBE APPROPRIAVELY COLORED ENVELOPE , 
~RIUNG IN VBB DOCUKENV CONVRDL NOMBBR fOCNI. PLEASE INCLODB ras !!EDI-CAL DBNVAL 
ASSIGNED OCN ON ANY Ol'BBR CO_H!IONICAl'IONS ~IVB !!EDI-CAL DENVAL. 

(CP-C-lfCA~ lllO'[']CI or AIJIHCfllZAII<N ttl/DD.11".i Olri.316~ Pim. 0 ) or 01 .. ~ 
DCN I n'.000000000 1 .Len'3li.: Ui..IIClf fEF'ICO ~ t!l!I/DD/YY IC .tOVCO/TI ~ - ---f---

ft!-:E,';.'J.LO,l,fl~ IS R.ECIJ!SIEC _ 11 !'CG; 1~ 1 

------
fAIIEtrI IWII'.(LASirFIJat',tUI 
Ua31 FIil.st' 

SEI BlJ.1'21lUE .HEC>I-GM.-ID lllO r----
!!! ll/ll/XX 000000~ 

CP 0-NOA-P 
Not·ce of 
Authorization 

fllIEHI D£HrlJ. ~ 9), I 

fR.CVIC£R. DOO o::tl1['J;OL tQfBER.1 ioABzi.ti Ol(tfJoo-Q 

X-RAYS AIIA.CHED II FCG: lUII HC1!' JG.lfY? ICC]I@fl I INJURY II FCG: JEI) 
<>IKER. AIIA.CHHEKii II: £OJ: u:a) - IEl!tPI.Crn{[Kl 8.EUi.IED - 11: ~ 1D) 
-0-IHER Cl:Hll!. c~ _ II reR. ~a ra:DE' : 11 FCG: rd) 

12H66';18~1 BIJUNESS twfE AlfD IDDilS5I 
MW{.. JJ&KES, DOS .I.PC l:l]C ISSIJE GA.IE1 ____ _ 

lO C-EHUR. SiflEEI 
!E'io'C ,. _______ _ 

A/ITIClfN GI, SQZS0-~1 

I-0 SUB.f C.H C£8CB.H1'le5-0f-S'w'C DiUE-fE9. on £<ire f"EE .Al-tClf I.IIJ'>-C ei:'07.1[) 
18 01 fF!.EfA3;i;llCJ.tiED Kt.9I ___ 0 DZ9-S.1 00,00 ';l-!,2S 
18 oa flJL.t aLST tret'll a!Oiil --- Ol D.21511 iQ0,00 H6,iio:I 

---------------.... 
GA.IE ffl'CSIHESIS <mall:D I ---- 11 'l'Ct'JJ. rd OWlGE[) 
fMSIHESIS LIKE I'rd:t I 'F01'J.L I.LLOi'AHCE !------------ -_-_-_ _. E'J.t'!!m" S31.B.E-Cf-CCSI Jtl't'. 

O'l"EB CU.'!ll.6E AMI, 
CC¼O!EtrIS I mw: EllLL!D 
f.M'.HEHI 9.EC:UESI lD5T 81.'.'!: li!m£9.IHG Fil.CV lD 
•' PLEASE HOIE I ti31S l:El:03 ltll CHL:t BE !ELIG'l3L!E 
IJNC£8. A FHP, HCP, Et£, EtKl Oi: DKC 'tfHICH ~ Dl!1tM., 
fLEllSE VEfl....IFi EC.D3lBll.l?'Y N;J~ f!l!iJ SD;?]C5!.5, 

··--~.~.~(J{U= ... =---

!:«1.00 
1 0.86 

.. ,,. 
HCIE I f[.EllSE R.EfD: '['(I Tii118 Efl. (1 ~000000~, a1i1 llL !'CUB. CC!D[IJNJ0,t'](tll5, vrra 

HE[)I-CAL c-an.r.r l~HG ELECl'.fl.CffIC ~ilC.HS CCHCEFlHIPJ Ti3lS: 
DOIJUHEtrI, 

NOA 
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ED,I 
Document Control Numbers 

• How to identify EDI claims on an EOB? 

• All EDI Document Control Numbers (Base DCN) 
have a "6'', "8" or "9" as the 7th digit 

Example: YY0091 8XXXX ___ ........__ 

------=-~ __ ..; ·3 :i ·-- ...... - .._, 

.'. ... ,: ff.~- ~:..- ... -
,.,. .- _:: - ' :: . ...,. .. _. . .. 

:: ~ 

EDI Support 

Please contact the EDI department for additional information: 

EDI Support may be reached by phone or email at: 

(916) 853-7373 

medi-caldenta led i@delta.org 

10 
5 



Provider Forms
• TAR / Claim Form
• NOA
• RTD
• EOB

6. PATIENT ADDRESS

9.

M F-O
M AXILLOFACIAL -ORTHODONTIC

SERVICES?

1

3

4

5

6

7

8

9

10

2

IM PORTANT NOTE:
IMPORTANTNOTICE:

In order toprocessyour TAR/Claiman X-rayenvelopecontainingyour
radiographs,ifapplicable,MUSTbeattached tothis form. TheX-Ray
envelopes (DC-214A and DC-214B) are availablefreeof chargefrom
the Denti-CalFormsSupplier.

SIGNATURE DATE

SIGNATURE OF PROVIDER OR PERSON AUTHORIZED BY PROVIDER TO BIND PROVIDER BY ABOVE SIGNATURE TO
STATEM ENTS AND CONDITIONS CONTAINED ON THIS FORM.

X

DO NOT  WRITE  IN THIS  A RE A

39.  THIS  IS  TO CERTIFY THAT TO THE BEST OF MY KNOWLEDGE THE  INFORMATION  CONTAINED  ABOVE  AND ANY ATTACHMENTS    
PROVIDED IS TRUE, ACCURATE,  AND COMPLETE AND THE  REQUESTED SERVICES  ARE  NECESSARY  TO  THE HEALTH  OF THE 
PATIENT.  THE  PROVIDER HAS  READ,  UNDERSTANDS,  AND  AGREES TO  BE  BOUND BY AND COMPLY  WITH THE STATEMENTS 
AND CONDITIONS CONTAINED ON THE BACK OF THIS FORM.

DC-217 (R09/09)

1. PATIENT NAM E (LAST,FIRST,M .I.) 3 . SEX
M       F

4. PATIENT BIRTHDATE
M O      DAY      YR

5. M EDI-CAL BENEFITS ID NUMBER

7. PATIENT DENTAL RECORD NUM BER

8. REFERRING PROVIDER NUMBERCITY, STATE ZIP CODE

CHECK IF YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

P .0.  BOX  15610
S ACRAME NTO.  CA 95852-0610
P h o n e (800) 423-0507 TREATMENT AUTHORIZATION REQUEST (TAR)/CLAIM

RADIOGRAPHS ATTACHED?

HOW M ANY?_____________

11.                                     CHECK IF

ACCIDENT/INJURY?

EM PLOYMENT RELATED?

13.                                                    CHECK IF
OTHER DENTAL COVERAGE:       

14.                                                    
M EDICARE DENTAL COVERAGE:       

15. RETROACTIVE ELIGIBILITY?  
(EXPLAIN IN COMMENTS SECTION)

(SEE PROVIDER MANUAL)                                              

16.                   CHDP CHECK IF
CHI LD HEALTH AND

DI SABI LI TY PREVENTI O N?

17.                   CCS                       
CALIFORNIA CHILDREN SERVICES?

18.                            MF-O                   
M AXILLOFACIAL - ORTHODONTIC

SERVICES? 

10. 
OTHER ATTACHM ENTS?

12.  
ELIGIBILITY PENDING?

(SEE PROVIDER MANUAL)
19. BILLING PROVIDER NAME (LAST,FIRST,M.I.)                           20. BILLING PROVIDER NUMBER 

21. M AILING ADDRESS TELEPHONE NUM BER

CITY, STATE ZIP CODE

22.  PLACE OF SERVICE HO SPI TAL        HO SPI TAL OTHER
O FFICE         HO ME         CLINI C          SNF        ICF           IN- PATI ENT    O UT - PATI ENT                         (PLEASE SPECI FY)1             2            3             4         5               6                 7                8

BIC Issue Date: ________________

EVC #: _______________________

EXAM INATION AND TREATM ENT
26. 
TO O TH#/ LTR.
ARCH. Q UAD

27. 
SURFACES

28.                                        DESCRIPTION OF SERVICE
( I NCLUDI NG  X- RAYS,  PRO PHYLAXI S,  M ATERI AL USED,  ETC. )

29.   
DATE SERVICE
PERFORMED

30.   
Q UANTI TY

31.   
PROCEDURE 

NUMBER

32.   
FEE

33.   
RENDERING

PROVIDER NO.

34.  COM M ENTS 35.  
TO TAL FEE     

CHARG ED

36. PATI ENT 
SHARE- O F- CO ST

AM O UNT

37. O THER    
CO VERAG E

AM O UNT

38. 
DATE BI LLED

www.denti -ca l.ca.gov

NOTE:         AUTHORIZATION   DOES  NOT  GUARANTEE    PAYMENT.
PAYMENT IS SUBJECT TO BENEFICIARY’S ELIGIBILITY AT THE TIME 
SERVICE IS RENDERED.

NOTICE OF AUTHORIZATION

FROM:
TO: PAGE_____OF_____

SIGN ONE COPY AND SEND IT TO DENTI-CAL – RETAIN THE OTHER FOR YOUR RECORDS.  
SIGNATURE OF PROVIDER OR PERSON AUTHORIZED BY PROVIDER TO  BIND PROVIDER BY ABOVE SIGNATURE TO STATEM ENTS AND CONDITIONS CONTAINED ON THIS FORM .

TREATMENT COMPLETED – PAYMENT REQUESTED
THIS IS TO CER TI FY THAT THE INFOR MATI ON C ONTAINED ABOVE AND ANY ATTACHMEN TS
PROVIDED IS TRUE, ACCURA TE, AND C OMPLE TE AND THAT THE PROVI DER HAS READ ,
UNDERSTANDS, A ND AGREES TO BE BO UND BY AND C OMP LY WI TH THE STA TEMEN TS AND
CONDITIONS CONTAINED ON THE BACK OF THIS FORM.

39.

X

NOTICE OF AUTHORIZATION

34. COMMENTS

P.O. BOX 15609
SACRAMENTO, CALIFORNIA 95852-0609
Phone 800- 423- 0507

1. BENEFICIARY NAME (LAST, FRIST, M.I.)

9.
RADIOGRAPHS ATTACHED?

HOW M ANY? _________

10. 
OTHER ATTACHMENTS?

41.
DELETE

5. BENEFICIARY MEDI-CAL I.D. NO.4. BENEFICIARY BIRTHDATE
MO          DAY            YR

3. SEX
M    F

7. BENEFICIARY DENTAL RECORD NO. 

23.

16.   CHDP

13.   OTHER DENTAL COVERAGE?11.
ACCIDENT / INJURY?

EMPLOYMENT RELATED?

27.
SUR-
FACES

28.TOOTH
NO OR

LETTER
ARCH

43. ADJ.
REASON
CODE

42.
ALLOWANCE

32.
FEE

33.  RENDERING
PROVIDER NO.

31. PROCEDURE
NUM BER

30.
QTY

29.    DATE
SERVICE 

PERFORMED

44. DATE PROSTHESIS
ORDERED

35.       TOTAL FEE
CHARGED

46.          TOTAL
ALLOWANCE

36.    BENEFICIARY
SHARE-OF-COST

AMOUNT

38.        DATE
BILLED

37.        OTHER
COVERAGE

AMOUNT

YES YES YES

YES

YES

YES

CHECK IF CHECK IF CHECK IF CHECK IF

BIC Issue Date: __________________

EVC #:  _________________________

DESCRIPTION OF SERVICE
(INCLUDING X-RAYS, PROPHYLAXIS, MATERIAL USED, ETC.)

• ADJUSTMENT CODES - SEE PROVIDER HANDBOOK
• AUTHORIZATION DOES NOT GUARANTEE PAYMENT. PAYMENT SUBJECT TO PATIENT ELIGIBILITY.
• AUTHORIZED ALLOWANCE MAY BE SUBJECT TO SHARE OF COST OR OTHER COVERAGE DEDUCTIONS.
• USE COLUMN 41 TO DELETE SERVICES AUTHORIZED BUT NOT PERFORMED.

1

2

3

4

5

6

7

8

9

10

11

12

13

14

15

• FILL IN SHADED AREA AS APPLICABLE
• SIGN AND RETURN FOR PAYMENT
• MULTIPLE - PAGE NOAs MUST BE RETURNED

TOGETHER FOR PAYMENT OR RE-EVALUATION
ORIGINA L S IGNA T URE  RE QUIRE D 

AUTHORIZATION FOR SERVICE
BELOW IS:

DO NOT WRITE IN THIS AREA

DA T E  

26.

45. PROSTHESIS
LINE ITEM  

RE-EVALUATION IS REQUESTED            YES11/14/13
05/13/14  

EXPLANATION OF BENEFITS DENTI-CAL
CALIFORNIA MEDI-CAL DENTAL PROGRAM

P.O. BOX 15609, SACRAMENTO, CA 95852-0609

CHECKNoPROVIDER
No

DATE: PAGE NO.

STATUS CODE DEFINITION
P = PAID
D = DENIED
A= ADJUSTED

PLEASE CALL (800) 423-0507
FOR ANY QUESTIONS REGARDING THIS DOCUMENT

BENEFICIARY NAME MEDI-CAL
I.D. NO.

ADJUDICATED CLAIMS

CLAIMS SPECIFIC NON CLAIMS SPECIFIC

1234567891 00596352

08/15/13                      1
of  3

Adams, James, DDS
30 Center Street
Anytown, CA 95814

CLAIM TOTAL                                              132.00       101.00 101.00

**TOTAL  ADJUDICATED CLAIMS         132.00       101.00                                       101.00

ADJUSTMENT CLAIMS

101.00                 85.00                                                                                             186.00

B
C

LINES PRECEDED BY “B” CONTAIN BENEFICIARY INFORMATION

LINES PRECEDED BY “C” CONTAIN CLAIM INFORMATION RELATIVE
TO ABOVE BENEFICIARY

BENE ID SEX BIRTH
DATE

AM OUNT
PAID

OTHER
COVERAGE

SHARE
OF COST

ALLOWED
AM OUNT

AM OUNT
BILLED

REASON
CODE

STA-
TUS

DATE
OF SERVICE

PROC.
CODE

TOOTH
CODE

DOCUM ENT
CONTROL NO.

A/R AMOUNTLEVY AMOUNTADJUSTMENT AMOUNTAMOUNT PAID PAYABLES AMOUNT

B  LAST     FIRST 99999999D           99999999D M         mm/dd/yy
C 13163108181   D0150 06/01/13   P 25.00         25.00                                         25.00 
C D0274 06/01/13   P 30.00         18.00                                         18.00
C D0230 06/01/13   P 30.00         18.00                                         18.00

C                          D1110 06/01/13   P     S019      47.00         40.00                                         40.00
C                          D1120 06/01/13   D     R019      47.00            .00                                             .00

B  LAST     FIRST 99999999D                   99999999D              F             mm/dd/yy
C # 30:  NEW OR ADDITIONAL DOCUMENTATION SUBMITTED 
C 13168101357   15    D7210 06/10/13     A       266B     - 95.00            - .00              - .00
C                         14    D2140 06/10/13     A                     - 50.00            - 39.00                                                  - 39.00
C 13    D2140 06/10/13     A                     - 50.00            - 39.00                                                  - 39.00

CLAIM TOTAL                                                            -195.00            - 78.00                       - 78.00

B  LAST     FIRST                                                      99999999D                    99999999D F             mm/dd/yy
C # 30:  NEW OR ADDITIONAL DOCUMENTATION SUBMITTED
C 13168101357   15    D7210    06/10/13    P                        95.00                85.00                                                    85.00
C 14    D2140 06/10/13     P                        50.00                39.00                                                    39.00
C 13    D2140 06/10/13     P                        50.00                39.00                                                    39.00

CLAIM TOTAL                                                             195.00              163.00                      163.00

*TOTAL ADJUSTED CLAIMS                                            .00               85.00                                85.00

**PROVIDER CLAIMS TOTAL                                       132.00             186.00                                    186.00 

P.O. BOX 15609
SACRAMENTO, CALIFORNIA 95852-06009
Phone 800-423-0507

RESUBMISSION TURNAROUND DOCUMENT

CLAIM TAR NOA

IMPORTANT: LISTED IN SECTION “ A” ARE ERROR(S) FOUND ON THE  CLAIM/TAR/NOA.  TO FACILITATE PROCESSING, TYPE OR PRINT THE CORRECT INFORMATION 
IN  THE CORRESPONDING ITEM IN  SECTION  “B”.   SIGN AND DATE FORM AND RETURN SECTION  “B”  (BOTTOM PORTION) TO DENTI-CAL.    PLEASE RESPOND
PROMPTLY, AS PROCESSING CANNOT BE ACCOMPLISHED UNLESS CORRECTIONS ARE RECEIVED BY THE DUE DATE INDICATED.    FAILURE TO RESPOND WITHIN
THE TIME LIMITATION WILL RESULT IN DENIAL OF SERVICES.    IF YOU HAVE ANY QUESTIONS CALL  800-423-0507  FOR ASSISTANCE OR REFER TO YOUR
PROVIDER HANDBOOK FOR FURTHER INFORMATION.

NOTICE
PAGE     PAGES

OF

RTD ISSUE DATE RTD DUE DATE

DOCUMENT
CONTROL NO.

AMOUNT
BILLED

BEGINNING
DATE OF SERVICE

PATIENT DENTAL
RECORD NO.

PATIENT MEDI-CAL
I.D. NUMBERPATIENT NAME

ITEM
INFORMATION 

BLOCK
CLAIM
FIELD
NO.

CLAIM
LINE

SUBMITTED
INFORMATION

ERROR
CODE

ERROR DESCRIPTION

RETAIN THIS PORTION
DETACH ALONG THIS PERFORATION

DOCUMENT CONTROL NUMBER * FOR DENTI-CAL USE ONLY

BILLING PROVIDER NAME

MEDI-CAL PROVIDER NUMBER

PATIENT NAME

PATIENT MEDI-CAL I.D. NUMBER

This is to certify that the corrected information is true, accurate and
complete and that the provider has read, understands, and agrees to be
bound by and comply w ith the statements and conditions contained on
the back of the form.

X
SIGNATURE DATE

Signature of provider or person authorized by provider to bind provider
by above signature to statements and conditions contained on this form.

IF REQUESTED AFFIX P.O.E. LABEL(S) IN THIS SPACE.  THIS
SPACE MAY BE USED FOR COMMENTS.

DENTI-CAL USE ONLY

DCN

SUBMITTED INFORMATION

CLAIM
TYPE

PAGE PAGES

OF

CLAIM
FIELD NO.

CLAIM
LINE

ERROR
CODE

CORRECTED INFORMATION MUST BE
ENTERED ON THE SAME LINE AS THE
ERROR SHOWN IN SECTION “A”.

CORRECT INFORMATION

RETURN THIS PORTION TO:   DENTI-CAL P.O. BOX 15609, SACRAMENTO, CA 95852-0609

BILLING PROVIDER NAME
MAILING ADDRESS
CITY, STATE, ZIP CODE

MEDI-CAL PROVIDER NO.

01     01

PROCEDURE
CODE

A

B
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Claims Processing 
Flow Chart

Input Prep Data Correction File Maintenance

Enrollment Claims Adjudication System Batch
Adjudication

Outgoing Mail Customer SupportDocument Control

• Receives forms from provider

• Sorts by document type

• Assigns control numbers

• Scans documents and 
attachments

• Corrects / verifies input data

• Forwards input documents to
appropriate data control center
(DCC) for further action as
directed by the system

• Restores discrepancies between
database file information and input
data

• Forwards resolved documents to
appropriate DCC as directed by 
the system

• Enrolls providers into program

• Updates information in Provider 
Master File

• Resolves discrepancies between
provider file and input data

• Forwards documents to appropriate
DCC as directed by the system

• Paraprofessional and professional staff
adjudicate via PC using radiographs,
scanned documents and attachments

• Forwards documents to appropriate 
DCC

• Updates nightly records and stores 
data processed from that day

• Transfers claim/TAR information
into recipient’s history file

• Collects payment data for weekly
check run

• Generates reports

• Generates NOAs, RTDs, CIRs
to provider  

• Stores processed document hard
copies according to specific time
frames

• Files and retains documents 
awaiting RTD response

• Maintains files

• Forwards x-ray envelopes to 
Recycle or Outgoing Mail for 
return to provider 

• Uses Phillipsburg equipment when
appropriate to fold documents, stuff
envelopes and affix postage

• Meters x-ray envelopes

• Communicates with providers via
telephone and written correspondence

• Researches and responds to provider
inquiries

• Handles provider enrollment and
training

62B-PRL-TRN-006.AG



In administering the California Medi-Cal Dental Program, the primary function is to process 
Claims and Treatment Authorization Requests (TARs) submitted by providers for dental 
services performed for Medi-Cal members.  It is the intent of the Medi-Cal Dental program to 
process documents as quickly and efficiently as possible.  A description of the processing 
workflow is offered to promote a better understanding of the Medi-Cal Dental program 
automated claims system. 

The TAR/Claim form and other related documents have been developed to simplify the billing 
process.  An introductory packet of billing forms is mailed to all newly enrolled providers so 
they may begin participating in the Medi-Cal Dental program.  All billing forms are available 
from the Medi-Cal Dental forms supplier at no charge to providers.

The Medi-Cal Dental Provider Handbook contains detailed, step-by-step instructions for 
completing each of the Medi-Cal Dental forms.  The handbook also provides a handy 
checklist to help complete treatment forms accurately.

All incoming documents are received and sorted by Gainwell Technology.  Claims and TARs 
are separated from other incoming documents and correspondence, and then assigned a 
Document Control Number (DCN).  The DCN is a unique 11-digit number that identifies the 
treatment form throughout the processing system.  By using the DCN, the Medi-Cal Dental 
program can answer inquiries concerning the status of any treatment form received.

California Medi-Cal Dental Program
BASIC TRAINING SEMINAR

63B-PRL-TRN-006.AG

DCN = Document Co,ntrol Number 
CRN = Correspondence Reference Number 

yy 091 1 12345 

Year Julian 
Date 

Docuiment 
Identifier 

Sequential! 
Number 

Document Identifier Code 

1. Claim/ TAR 2. RTD 

3. CF 4. MC177 

5. Written Correspondence 

7. Telephone Inquiry 

6. Enrollment Forms 

8. NOA 



THE TREATMENT AUTHORIZATION REQUEST (TAR)/CLAIM FORM

The TAR/Claim form has been developed specifically for the Medi-Cal Dental program.
Providers can use this form to request authorization of treatment under the Medi-Cal
Dental program, or to submit for payment of completed, dated services. If there is more
than one dentist or dental hygienist alternative practice (RDHAP) at a service office
billing under a single dentist’s provider number, enter the NPI of the dentist or RDHAP
who performed the service.

The dental office must accurately complete the form to insure proper and expeditious
handling by the Medi-Cal Dental program. Forms that are incomplete or inaccurately
filled out may cause delays in processing and/or requests for additional information.
Please ensure the required information is typed or printed clearly. To submit the
TAR/Claim form to the Medi-Cal Dental program, follow these steps:

1. Check the form for completeness. Sign and date the form where appropriate.

2. Use two separate forms when requesting payment for dated services and prior
authorization of treatment for other services. This will expedite reimbursement of
allowable procedures.

3. When using forms DC-202 or DC-209, detach page 2 "yellow page" and retain for the
patient's record. If using form DC-217, print an additional laser copy for the patient's
record.

4. If required, include necessary copies or duplicate radiographs/photos by stapling
them to the corresponding form. More information may be found in Section 6: Forms,
of the Handbook.

5. Mail the completed form(s) in the large pre-addressed mailing envelope (DC-206) that
is provided to you free of charge. Up to 10 forms with attachments may be mailed in
a single document mailing envelope.

6. Mail the TAR/Claim forms to:

California Medi-Cal Dental Program
P.O. Box 15610
Sacramento, CA 95852-0610

California Medi-Cal Dental Program
BASIC TRAINING SEMINAR
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6. PATIENT ADDRESS

9.

MF-O
MAXILLOFACIAL - ORTHODONTIC

SERVICES?

1

3

4

5

6

7

8

9

10

2

IMPORTANT NOTICE:
In order to process your TAR/Claim an X-ray envelope containing your
radiographs, if applicable, MUST be attached to this form.

SIGNATURE DATE

SIGNATURE OF PROVIDER OR PERSON AUTHORIZED BY PROVIDER TO BIND PROVIDER BY ABOVE SIGNATURE TO
STATEMENTS AND CONDITIONS CONTAINED ON THIS FORM.

X

DO NOT WRITE IN THIS AREA

39.  THIS  IS  TO CERTIFY THAT TO THE BEST OF MY KNOWLEDGE THE  INFORMATION  CONTAINED  ABOVE  AND ANY ATTACHMENTS    
PROVIDED IS TRUE, ACCURATE,  AND COMPLETE AND  THE  REQUESTED  SERVICES  ARE  NECESSARY  TO  THE HEALTH  OF THE 
PATIENT.  THE  PROVIDER HAS  READ,  UNDERSTANDS,  AND  AGREES TO  BE  BOUND BY AND COMPLY  WITH THE STATEMENTS 
AND CONDITIONS CONTAINED ON THE BACK OF THIS FORM.

DC-217 (R 10/19)

1. PATIENT NAME (LAST,FIRST,M.I.) 3. SEX
M       F

4. PATIENT BIRTHDATE
MO      DAY      YR

5. MEDI-CAL BENEFITS ID NUMBER

7. PATIENT DENTAL RECORD NUMBER

8. REFERRING PROVIDER NPICITY, STATE ZIP CODE

CHECK IF YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

P.0. BOX 15610
SACRAMENTO. CA 95852-0610
Phone (800) 423-0507 TREATMENT AUTHORIZATION REQUEST (TAR)/CLAIM

RADIOGRAPHS ATTACHED?

HOW MANY?_____________

11.                                     CHECK IF

ACCIDENT/INJURY?

EMPLOYMENT RELATED?

13.                                                    CHECK IF
OTHER DENTAL COVERAGE:       

14.                                                    
MEDICARE DENTAL COVERAGE:       

15. RETROACTIVE ELIGIBILITY?  
(EXPLAIN IN COMMENTS SECTION)

(SEE PROVIDER HANDBOOK)                                              

16.                   CHDP CHECK IF
CHILD HEALTH AND

DISABILITY PREVENTION?

17.                   CCS                       
CALIFORNIA CHILDREN SERVICES?

18.                            MF-O                   
MAXILLOFACIAL - ORTHODONTIC

SERVICES? 

10. 
OTHER ATTACHMENTS?

12.  
ELIGIBILITY PENDING?

(SEE PROVIDER HANDBOOK)

19. BILLING PROVIDER NAME (LAST,FIRST,M.I.)                           20. BILLING PROVIDER NPI 

21. MAILING ADDRESS TELEPHONE NUMBER

CITY, STATE ZIP CODE

22.  PLACE OF SERVICE HOSPITAL        HOSPITAL OTHER
OFFICE         HOME         CLINIC          SNF        ICF           IN-PATIENT    OUT -PATIENT                         (PLEASE SPECIFY)

1            2            3            4        5              6                 7                8

BIC Issue Date: ________________

EVC #: _______________________

EXAMINATION AND TREATMENT
26. 
TOOTH#/LTR.
ARCH.QUAD

27. 
SURFACES

28.                                        DESCRIPTION OF SERVICE
(INCLUDING X-RAYS, PROPHYLAXIS, MATERIAL USED, ETC.)

29.   
DATE SERVICE
PERFORMED

30.   
QUANTITY

31.   
PROCEDURE 

NUMBER

32.   
FEE

33.   
RENDERING

PROVIDER NPI

34.  COMMENTS 35.  
TOTAL FEE     
CHARGED

36. PATIENT 
SHARE-OF-COST

AMOUNT

37. OTHER    
COVERAGE

AMOUNT

38. 
DATE BILLED

Last,  First                                                            x            mm    dd   yy 99999999999999

Address

Address                                                                                    00000 

409.00

MM DD YY

X

3

X

Exam MM DD YY D0150          25.00  9912345678
4 Bitewings MM DD YY                D0274          20.00  9912345678
Additional PA’s MM DD YY 6 D0230          24.00  9912345678

8     MIF Composite MM DD YY D2332 150.00  9912345678
5     MOD      Amalgam MM DD YY D2160 65.00  9912345678

16 Extraction MM DD YY D7140 125.00  9912345678 

ADAMS, JAMES    DDS                    1234567891

30 CENTER STREET                     (xxx) xxx-xxxx

ANYTOWN, CA 95814  

mm/dd/yy

123456789A1

65B-PRL-TRN-006.AG

~~I ICS Medi-Cal Dental 

I I I 

L 

I 

I I I I I I I 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 



When the patient resides in a qualifying facility, the following information is required:
1. Facility address
2. Facility name and facility phone number  

3. Check box 4 or 5 only on the claim regardless of where the patient is being treated
4. If treating patients outside of the facility, indicate in box 34 where the patient is  actually 

being treated, i.e., office, hospital

Example of a Facility Claim Form
P.O. BOX 15610
SACRAMENTO, CALIFORNIA 95852-0610
Phone 800-423-0507TREATMENT AUTHORIZATION REQUEST (TAR) / CLAIM

3.SEX
M       F

4.PATIENT BIRTHDATE
MO          DAY           YR

5. MEDI-CAL BENEFITS ID NUMBER

7. PATIENT DENTAL RECORD NUMBER

ZIP CODE 8. REFERRING PROVIDER NPI

1.PATIENT NAME (LAST, FIRST,M.I.)

6.PATIENT ADDRESS

CITY, STATE

9. YESCHECK  IF

RADIOGRAPHS ATTACHED?

HOW MANY?_____________

YES

11.
ACCIDENT/INJURY?

EMPLOYMENT RELATED?

CHECK  IF YES

YES

YES

13.
OTHER DENTAL COVERAGE?

14.
MEDICARE DENTAL COVERAGE?

15. RETROACTIVE ELIGIBILITY?
(EXPLAIN IN COMMENTS SECTION)

(SEE PROVIDER HANDBOOK)

YES

YES

YES

16.

17.

18.

CHDP
CHILD HEALTH AND

DISABILITY PREVENTION?
ccs

CALIFORNIA CHILDREN SERVICES?

MF-O
MAXILLOFACIAL - ORTHODONTIC

SERVICES?

YES

YES

YES

19. BILLING PROVIDER NAME (LAST,FIRST,M.I.) 20. BILLING PROVIDER NPI

21. MAILING ADDRESS  TELEPHONE NUMBER

(      )
CITY, STATE ZIP CODE

22. PLACE OF SERVICE
OFFICE       HOME          CLINIC          SNF          ICF        

HOSPITAL
IN-PATIENT

HOSPITAL 
OUT-PATIENT

OTHER
(PLEASE SPECIFY)

EXAMINATION AND TREATMENT
26.
TOOTH#/LTR,
ARCH,QUAD

28. 32.
FEE

33.
RENDERING

PROVIDER NPI

CHECK  IF CHECK  IF

1

3

4

5

6

7

8

9

10

2

34.  COMMENTS TOTAL FEE
CHARGED

36.

37.

38. DATE
BILLED

IMPORTANT NOTE:IMPORTANT NOTICE:
In order to process your TAR/Claim an X-ray envelope containingyour
radiographs, if applicable, MUST be attached to this form.

SIGNATURE DATE

SIGNATURE OF PROVIDER OR PERSON AUTHORIZED BY PROVIDER TO BIND PROVIDER BY ABOVE SIGNATURE TO
STATEMENTS AND CONDITIONS CONTAINED ON THIS FORM.

X

DO NOT WRITE IN THIS AREA

MF-O
MAXILLOFACIAL - ORTHODONTIC

SERVICES?

12.
ELIGIBILITY PENDING?

(SEE PROVIDER HANDBOOK)

10.

OTHER ATTACHMENTS?

BIC Issue Date:     mm/dd/yy

EVC #:           123456789A1

1         2          3         4      5          6              7             8 

DESCRIPTION OF SERVICE
(INCLUDING X-RAYS, PROPHYLAXIS, MATERIALS USED, ETC.)

27.
SURFACES

30.
QUANTITY

31.
PROCEDURE

NUMBER

29.
DATE SERVICE
PERFORMED

PATIENT
SHARE- OF- COST

AMOUNT

35.

39.  THIS  IS  TO CERTIFY THAT TO THE BEST OF MY KNOWLEDGE THE  INFORMATION  CONTAINED  ABOVE  AND ANY ATTACHMENTS    
ROVIDED IS TRUE, ACCURATE,  AND COMPLETE AND  THE  REQUESTED  SERVICES  ARE  NECESSARY  TO  THE HEALTH  OF THE 
PATIENT.  THE  PROVIDER HAS  READ,  UNDERSTANDS,  AND  AGREES TO  BE  BOUND BY AND COMPLY  WITH THE STATEMENTS 
AND CONDITIONS CONTAINED ON THE BACK OF THIS FORM.

OTHER    
COVERAGE

AMOUNT

Last,  First                                                           x            mm    dd   yy         99999999999999

Address

Address                                                                                    00000 

ADAMS, JENN    DDS                                  1234567891

30 CENTER STREET                     (xxx) xxx-xxxx

ANYTOWN, CA 95814  

Mary Smith MM DD YY

Prophy MM DD YY D1110        85.00   9912345678 

85.00

MM DD YY

DC-217 (R 10/19)

1

1 2

3

4
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~DI ICS Medi-Cal Dental 
P.O. BOX15610 

TREATMENT AUTHORIZATION REQUEST (TAR) I CLAIM SACRAMENTO, CALI FORNIA95852-0610 
Phone 800-423-0507 

1.PATIENT NA~ (LAST,FIRST,M.L) 3.SEX 4.PA TENT BIRTHDA 1E 5. M:D~CAL B8'H"ITS D NU~ER 

Ml F MO 

I "'y I YR 

7. PATENT DENTAL ,......._....., NUM:!ER 

aTY, STATE u ZPCOOE 6. RS=ffiRING PROVOER J\FI 

CHECK IF 

C 11. a-ECK F YES 13. a-ECK IF YES 16. Ct«JP O<BOK F YES 

ACCIDENT/INJURY? OTI-ER DENT AL COVERAGE? CttLD HEAL TH AN> 
RADIOGRAPHS ATTACI-B>? DISABILITY PREVENTION? 

YES 14. YES 17. ccs YES 
EMPLOYMENT RB.ATS>? 

MEDCARE DENTAL COVERAGE? CALIFORNA CHILDREN SERVICES? HOW MANV? 

10. 
r ES 

12. YES 15. RETROACTIVE B.IGIBILITY? YES 18. MF-0 YES 

OTI-ER A TT ACHIII ENT$? 
B.IGIBILITY PEtONG? (EXA.AN N CO~TS SECTDN) MAXILLOFACIAL - ORTHOIX>NTIC 

(SEE PROVC>ER HANDBOOK) tSEE PROVOER HANDBOOK) SERVICES? 

19. BILLING PROVIDER NAME (LAST,FIRST,M.1.) 20. BILLING PROVIDER NPI 

21. MAILINGADDRESS TB.EPHONE N.NBER 

( ) BIC Issue Date: mm/dd/yy 
CITY, STATE ZIP CODE 

EVC#: 123456789Al 
22. PLACE OF SERVI~[ ~ 1 ~·-

OTHER 
OFRCE I H0IIE I Cl.NC INF I ICF I I =•1·" I (PLE"6E SPECIFY) 

1 2 3 4 5 8 

EXAMINATION AND TRElrniKENT 

26. 27. 28. DESCRIPTION OF SERVICE 29. 30. 31. 32. 33. 
TOOTH#A.lR. SURFACES DATE Sffi\/lCE QUANTITY PROCH>URE FEE RENDERING 
ARCl-l,OJAD (I\O..UDING X-RAYS, PROA-fYLAXIS, Mo..~LS USBJ, ETC.) Pffif'ORMED NLM!ER FROVIDER l"IFI 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

34. COMMENTS 0 0 0 35. TOTJIL FEE 
CHAR.GED 

36. PATIENT 
SHME· OF· COST 

.WOUNT 

37. 0lHER 
COVERAGE 

,IIMOUNT 

38. o .... 
BILLED 

I 

I I 



6. PATIENT ADDRESS

9.

MF-O
MAXILLOFACIAL - ORTHODONTIC

SERVICES?

1

3

4

5

6

7

8

9

10

2

IMPORTANT NOTE:

SIGNATURE DATE

SIGNATURE OF PROVIDER OR PERSON AUTHORIZED BY PROVIDER TO BIND PROVIDER BY ABOVE SIGNATURE TO
STATEMENTS AND CONDITIONS CONTAINED ON THIS FORM.

X

DO NOT WRITE IN THIS AREA

39.  THIS  IS  TO CERTIFY THAT TO THE BEST OF MY KNOWLEDGE THE  INFORMATION  CONTAINED  ABOVE  AND ANY ATTACHMENTS    
PROVIDED IS TRUE, ACCURATE,  AND COMPLETE AND  THE  REQUESTED  SERVICES  ARE  NECESSARY  TO  THE HEALTH  OF THE 
PATIENT.  THE  PROVIDER HAS  READ,  UNDERSTANDS,  AND  AGREES TO  BE  BOUND BY AND COMPLY  WITH THE STATEMENTS 
AND CONDITIONS CONTAINED ON THE BACK OF THIS FORM.

DC-217 (R 10/19)

1. PATIENT NAME (LAST,FIRST,M.I.) 3. SEX
M       F

4. PATIENT BIRTHDATE
MO      DAY      YR

5. MEDI-CAL BENEFITS ID NUMBER

7. PATIENT DENTAL RECORD NUMBER

8. REFERRING PROVIDER NPICITY, STATE ZIP CODE

CHECK IF YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

P.0. BOX 15610
SACRAMENTO. CA 95852-0610
Phone (800) 423-0507 TREATMENT AUTHORIZATION REQUEST (TAR)/CLAIM

RADIOGRAPHS ATTACHED?

HOW MANY?_____________

11.                                     CHECK IF

ACCIDENT/INJURY?

EMPLOYMENT RELATED?

13.                                                    CHECK IF
OTHER DENTAL COVERAGE:       

14.                                                    
MEDICARE DENTAL COVERAGE:       

15. RETROACTIVE ELIGIBILITY?  
(EXPLAIN IN COMMENTS SECTION)

(SEE PROVIDER HANDBOOK)                                              

16.                   CHDP CHECK IF
CHILD HEALTH AND

DISABILITY PREVENTION?

17.                   CCS                       
CALIFORNIA CHILDREN SERVICES?

18.                            MF-O                   
MAXILLOFACIAL - ORTHODONTIC

SERVICES? 

10. 
OTHER ATTACHMENTS?

12.  
ELIGIBILITY PENDING?

(SEE PROVIDER HANDBOOK)

19. BILLING PROVIDER NAME (LAST,FIRST,M.I.)                           20. BILLING PROVIDER NPI 

21. MAILING ADDRESS TELEPHONE NUMBER

CITY, STATE ZIP CODE

22.  PLACE OF SERVICE HOSPITAL        HOSPITAL OTHER
OFFICE         HOME         CLINIC          SNF        ICF           IN-PATIENT    OUT -PATIENT                         (PLEASE SPECIFY)

1            2            3            4        5              6                 7                8

BIC Issue Date: ________________

EVC #: _______________________

EXAMINATION AND TREATMENT
26. 
TOOTH#/LTR.
ARCH.QUAD

27. 
SURFACES

28.                                        DESCRIPTION OF SERVICE
(INCLUDING X-RAYS, PROPHYLAXIS, MATERIAL USED, ETC.)

29.   
DATE SERVICE
PERFORMED

30.   
QUANTITY

31.   
PROCEDURE 

NUMBER

32.   
FEE

33.   
RENDERING

PROVIDER NPI

34.  COMMENTS 35.  
TOTAL FEE     
CHARGED

36. PATIENT 
SHARE-OF-COST

AMOUNT

37. OTHER    
COVERAGE

AMOUNT

38. 
DATE BILLED

Last,  First                                                           x            mm    dd yy 99999999999999

Address

Address                                                                    00000

X

9

X

Adams, James     DDS                          1234567891

Anytown, CA                                                   95814

U                       Partial Denture – Resin Base D5211     400.00         
L Partial Denture – Resin Base D5212 400.00

All other treatment has been completed
See attached DC-054 form

800.00

MM DD YY

Mary Smith            MM DD YY

X

IMPORTANT NOTICE:
In order to process your TAR/Claim an X-ray envelope containing your
radiographs, if applicable, MUST be attached to this form.

30 Center Street                              (xxx)  xxx-xxxx
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TAR/CLAIM FORM 
HELPFUL HINTS and REMINDERS

1. Use only the Current CDT procedure codes. Be sure to use all four digits including
the leading “D

2. Use the quantity column (field 30) when listing multiple procedures with the same
procedure number.

3. When submitting the form for payment of dated services, be sure to include the
rendering provider number in field 33.

4. Sign and date the form.

5. Staple any necessary attachments (e.g., operative reports, DC-054 Forms and/or
copies of radiographs/photos, etc.) to the back of the form with one staple in the
upper right or left corner.

6. Use field 34 for any narrative documentation.

7. Continuous TAR/Claim forms and laser forms are not pre-imprinted by the Medi-Cal
Dental program. Enter the provider's name, number and address exactly as it
appears on your initial stock of forms.

8. If dated services are submitted on a request for authorization, they will not be paid
until the authorized services are paid.

9. The Medi-Cal dental program will consider payment for dated services at 100% of the
Schedule of Maximum Allowances (SMA) if the form is received within six months of
the date of service. If the form is received within seven to nine months of the date of
service, 75% of the of the SMA will be considered for payment. If the claim is
received within ten to twelve months of the date of service, 50% of the SMA will be
considered for payment.

10.REFER TO YOUR MEDI-CAL DENTAL PROVIDER HANDBOOK FOR MORE
DETAILED INFORMATION ABOUT SUBMITTING THE TAR/CLAIM FORM.

California Medi-Cal Dental Program
BASIC TRAINING SEMINAR
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THE NOTICE OF AUTHORIZATION (NOA) FORM

The NOA is a computer-generated form which the Medi-Cal Dental program sends to the
provider following final processing of a TAR. The Medi-Cal Dental program will indicate
on the NOA whether the requested services are allowed, modified, or disallowed. The
NOA is used either to request payment of authorized services or to request a
reevaluation of modified or denied services.

The NOA will be pre-printed by the Medi-Cal Dental program with the following
information:

• Authorization period (the 'From' and 'To' date)
• Member information
• Provider information
• Procedures allowed, modified, and/or disallowed
• Allowance
• Adjudication Reason Codes (A list of adjudication codes may be found in section

7 of the Medi-Cal Dental handbook)

The NOA received by the dental office is printed with the same information that was
submitted on the original TAR. Please be sure to verify that the printed information is
correct prior to completing the form and returning it to the Medi-Cal Dental program.

Authorizations are valid for 180 days. Once the services have been performed, complete
the appropriate shaded areas on the NOA, sign and date, and submit one copy to the
Medi-Cal Dental program for payment. Retain the other copy for the patient's record.

Services not requiring prior authorization may be added to the NOA. However, any
required radiographs and/or documentation for those procedures must be included.

The Medi-Cal Dental program will consider payment of 100% of the Schedule of
Maximum Allowances (SMA), for services rendered if the NOA form is received within six
months of the FINAL date of service. If the NOA is received within seven to nine months
of the FINAL date of service, 75% of the SMA will be considered for payment. And, if the
NOA is received within ten to twelve months of the FINAL date of service, 50% of the
SMA will be considered for payment.

California Medi-Cal Dental Program
BASIC TRAINING SEMINAR
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NOTE:         AUTHORIZATION   DOES  NOT  GUARANTEE    PAYMENT.
PAYMENT IS SUBJECT TO MEMBER’S ELIGIBILITY AT THE TIME 
SERVICE IS RENDERED.

NOTICE OF AUTHORIZATION

FROM:
TO: PAGE_____OF_____

SIGN ONE COPY AND SEND IT TO DENTI-CAL – RETAIN THE OTHER FOR YOUR RECORDS.  
SIGNATURE OF PROVIDER OR PERSON AUTHORIZED BY PROVIDER TO  BIND PROVIDER BY ABOVE SIGNATURE TO STATEMENTS AND CONDITIONS CONTAINED ON THIS FORM.

TREATMENT COMPLETED – PAYMENT REQUESTED
THIS IS TO CERTIFY THAT THE INFORMATION CONTAINED ABOVE AND ANY ATTACHMENTS
PROVIDED IS TRUE, ACCURATE, AND COMPLETE AND THAT THE PROVIDER HAS READ,
UNDERSTANDS, AND AGREES TO BE BOUND BY AND COMPLY WITH THE STATEMENTS AND
CONDITIONS CONTAINED ON THE BACK OF THIS FORM.

39.

X

NOTICE OF AUTHORIZATION

34. COMMENTS

P.O. BOX 15609
SACRAMENTO, CALIFORNIA 95852-0609
Phone 800-423-0507

1. MEMBER NAME (LAST, FRIST, M.I.)

9.
RADIOGRAPHS ATTACHED?

HOW MANY? _________

10. 
OTHER ATTACHMENTS?

41.
DELETE

5. BENEFICIARY MEDI-CAL I.D. NO.4. BENEFICIARY BIRTHDATE
MO          DAY            YR

3. SEX
M    F

7. BENEFICIARY DENTAL RECORD NO. 

23.

16.   CHDP

13.   OTHER DENTAL COVERAGE?11.
ACCIDENT / INJURY?

EMPLOYMENT RELATED?

27.
SUR-
FACES

28.TOOTH
NO OR

LETTER
ARCH

43. ADJ.
REASON

CODE
42.
ALLOWANCE

32.
FEE

33.  RENDERING
PROVIDER NO.

31. PROCEDURE
NUMBER

30.
QTY

29.    DATE
SERVICE 

PERFORMED

44. DATE PROSTHESIS
ORDERED

35.       TOTAL FEE
CHARGED

46.          TOTAL
ALLOWANCE

36.    BENEFICIARY
SHARE-OF-COST

AMOUNT

38.        DATE
BILLED

37.        OTHER
COVERAGE

AMOUNT

YES YES YES

YES

YES

YES

CHECK IF CHECK IF CHECK IF CHECK IF

BIC Issue Date: __________________

EVC #:  _________________________

DESCRIPTION OF SERVICE
(INCLUDING X-RAYS, PROPHYLAXIS, MATERIAL USED, ETC.)

• WHEN APPLICABLE ALL SERVICES SUBMITTED FOR MEMBERS UNDER 21 YEARS OF AGE HAVE BEEN 
EVALUATED FOR EPSDT CRITERIA
• ADJUSTMENT CODES - SEE PROVIDER HANDBOOK
• AUTHORIZATION DOES NOT GUARANTEE PAYMENT. PAYMENT SUBJECT TO PATIENT ELIGIBILITY.
• AUTHORIZED ALLOWANCE MAY BE SUBJECT TO SHARE OF COST OR OTHER COVERAGE DEDUCTIONS.
• USE COLUMN 41 TO DELETE SERVICES AUTHORIZED BUT NOT PERFORMED.

1

2

3

4

5

6

7

8

9

10

11

12

13

14

15

• FILL IN SHADED AREA AS APPLICABLE
• SIGN AND RETURN FOR PAYMENT
• MULTIPLE - PAGE NOAs MUST BE RETURNED

TOGETHER FOR PAYMENT OR RE-EVALUATION
ORIGINAL SIGNATURE REQUIRED 

AUTHORIZATION FOR SERVICE
BELOW IS:

DO NOT WRITE IN THIS AREA

DATE 

26.

45. PROSTHESIS
LINE ITEM 

RE-EVALUATION IS REQUESTED            YES

3            Root Canal Therapy                      XXXXX        D3320    500.00         .00  R270
3            Root Canal Therapy D3330    500.00   331.00  S270
3    O     Amalgam D2140      55.00     39.00  355C
9            Extraction - Erupted Tooth D7140      50.00     41.00  355C

U           Partial Denture – Resin Base 01 D5211    400.00   250.00
LL Scaling & Root Planing                XXXXX           D4341     50.00         .00   081

1555.00
661.00

Adams, James,   DDS                        1234567891
30 Center Street                             (xxx) xxx-xxxx
Anytown,  CA 95814

Last,  First                                                    x               mm   dd    yy 99999999999999

YY318100124

11/14/YY
05/13/YY 
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REEVALUATION REQUEST

Reevaluation of a modified or denied treatment plan may be requested. The reevaluation 
request  must  be received  by the Medi-Cal Dental program on or prior to the expiration date.   
To request reevaluation, follow these steps:

1. Check the box marked “REEVALUATION REQUESTED” in the upper right corner of 
the NOA. 

2. DO NOT SIGN THE NOA.  

3. Include new or additional documentation and enclose radiographs as necessary. 

4. Return the NOA to:
California Medi-Cal Dental Program
P.O. Box 15609
Sacramento, CA   95852-0609

After reevaluation, a new NOA will be sent to your office.

California Medi-Cal Dental Program
BASIC TRAINING SEMINAR
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Re-evaluation 
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NOTICE OF AUTHORIZATION 

• Do Not sign NOA 

'-.UT110R'IZ...'TIC>f,I FOll 50f1,'IC£ 
8EbQWI$,; 
FROM:: ·11 /14/YY 

TO: 05f13/YY 

.. 
BIC Issue Date: ____ _ 

EVC#: ______ _ 

• Do submit radiographs and new/ additional documentation 

• NOA must be received on or before the 'expiration date' 

• NOA may only be resubmitted '1 time' 



NOA
HELPFUL HINTS/REMINDERS

1. Providers must wait until the NOA is received from the Medi-Cal Dental program 
before providing services that require prior authorization.  

2. DO NOT attach a CIF when requesting a reevaluation.  

3. Return all upper pages of a multi-page NOA at the same time.

4. Include the rendering provider number in field 33 of the NOA. 

5. Sign and date the NOA when submitting for payment.

6. REMINDER: Authorization does not guarantee payment.  Payment is subject to a 
member’s eligibility.  More information can be found in Section 6: Forms of the 
Handbook

EXAMPLE OF NOA

California Medi-Cal Dental Program
BASIC TRAINING SEMINAR
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The NOA 

✓ Altered 
Treatment Plan 

✓ Lab Order Date 

✓ Undeliverable 
Appliance 

✓ Billing 
Limitations 

NOTICE OF AUfHO.RJZAf10N1 

l1J4567'81 
(X:tX) XXX-XX:tX 

""° 
B-ll;l!iMID*. ------
E'lcll: _______ _ 

44.DAlE PROSlHESIS 
ORDERED 

NOTICE OF AUTI:40RtZATION 
~- ,u.ttlkllamNll[Jj,ld,lfllPLJC>.IU 
-r ~lflib~F"t»~T 

45. PROSlHESIS 
LINE llEM 

,, ~,:~=..,.";Q,. ~-=~JiN 

NOiE AUTHOfUZA'.TION DOES NOT GUAR.Mi!TEE PAYMENT 
PA.VMENT IS 9UBJECT TO MEMBER'S EUCIBIUTY AT THE TIWE 
~ ~lllVK:11 IS ~lf. t•Ci!r-n!.ll 



RESUBMISSION TURNAROUND DOCUMENT (RTD)

The RTD is a computer-generated form sent to request missing or additional information
needed to completely process the claim, TAR or NOA.

The RTD consists of two sections: Section “A” and Section “B”. The top portion “A” of
the RTD indicates the associated DCN and lists the error(s) found on the original
document. Section “A” also indicates the return due date. The provider has 45 days to
respond to the RTD. Retain Section “A” for the office records. Section “B” indicates the
associated DCN, lists the error(s) found on the original document and provides space to
enter the requested information.

1. To ensure the RTD is properly processed, follow these steps:

2. Sign and date the RTD. If the RTD is returned unsigned, the requested information
cannot be used to process the original claim, TAR or NOA.

3. Return all pages of a multi-page RTD in one envelope.

4. Return the RTD promptly. If the RTD is not received by the Medi-Cal Dental
program, within the 45-day time limitation, the Medi-Cal Dental program must deny
the original claim, TAR or NOA.

5. Return the RTD to:

California Medi-Cal Dental Program
P.O. Box 15609
Sacramento, CA 95852-0609

More information may be found in Section 6: Forms of the Handbook.

California Medi-Cal Dental Program
BASIC TRAINING SEMINAR
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M AJ l I G ADDR£SS 
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Ad ams, James, DDS 

M EOI-CAL PROVJOE:R NO.. 

1234567899 
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PAGE ,m,,._,,,_ 
OF I', 

01 01 "" 
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THE EXPLANATION OF BENEFITS (EOB)
The EOB is a computer-generated statement that accompanies each Medi-Cal Dental
payment. It lists all paid, modified and denied claims which have been processed during
the payment cycle, as well as adjusted claims, and claims and TARs which have
remained “in process” for more than 18 days. The EOB also shows non-claims-specified
information, such as payable/receivable amounts, and levy deductions. EOBs are
normally issued weekly.

Following is an explanation of each item shown on the sample EOB:
1. The member information: This line is preceded by an “B” for member information.

2. Claim information for the listed member: This line is preceded by a “C” for “Claim”.

3. Provider Number: The National Provider Identifier (NPI) number that was issued
by NPPES to a provider for their type of business.

4. Provider Name and Address: The provider’s name and billing address.

5. Check Number: The number of the check issued with the EOB.

6. Date: The date the EOB was issued.

7. Page Number: The page number(s) of the EOB.

8. Status Code Definition: The list of each status code used to identify a claim line
and explanation of what each code means.

9. Member Name: The name of the member; last name, first name and middle initial.
Each member is listed individually.

10.Medi-Cal ID Number: The number issued to the member by Medi-Cal and shown
on the BIC (only the first nine digits will appear on the EOB).

11.Member ID: The member’s ID number.

12.Sex: The sex of the member.

13.Birth Date: The member’s date of birth.

14.Document Control Number: The identifying number assigned to each claim
received by the Medi-Cal Dental program.
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15. Tooth Code:  The tooth number or letter, arch code or quadrant listed to help 
identify the procedure(s) reported on the EOB.

16. Procedure Code: The code listed on a claim line identifying each service 
performed.  This code may differ from the procedure code submitted on the 
claim because of modification of the procedure by a Medi-Cal Dental 
professional or paraprofessional to comply with the criteria manual and 
successfully process the claim.

17. Date of Service:  The date the service was performed.

18. Status:  Identifies the status of each claim line.  (See item 8 for a list of status 
codes and their definitions.)

19. Reason Code:  Explains why a claim line was either denied, modified, altered or 
paid at an amount other than billed.  

20. Amount Billed:  The amount billed for each claim line.

21. Allowed Amount:  The amount allowed by the Medi-Cal Dental program for each 
claim line.  This amount is the lesser of the billed amount and maximum amount 
allowed by the SMA.

22. Share of Cost:  The amount the member paid toward a Share of Cost.

23. Other Coverage:  The amount paid by Medicare or any other insurance carrier.

24. Amount Paid:  The total amount paid to a provider after any applicable 
deductions shown in item 22 and 23.

25. Claims Specific:  The total amounts of all paid and adjusted claims listed on the 
EOB.

26. Non-Claims Specific:  The total  payable amounts, levy amounts and receivable 
amounts listed on the EOB, if applicable.  This information is printed on the last 
page of the EOB.

27. Check Amount:  The amount of the check that accompanies the EOB.  

More information may be found in Section 6: Forms, of the Handbook.

76

California Medi-Cal Dental Program
BASIC TRAINING SEMINAR

B-PRL-TRN-006.AG



EXPLANATION OF BENEFITS
DENTI-CAL

CALIFORNIA MEDI-CAL DENTAL PROGRAM
P.O. BOX 15609, SACRAMENTO, CA 95852-0609

CHECKNoPROVIDER

No

STATUS CODE DEFINITION
P = PAID
D = DENIED
A= ADJUSTED

PLEASE CALL (800) 423-0507
FOR ANY QUESTIONS REGARDING THIS DOCUMENT

MEMBER NAME MEDI-CAL
I.D. NO. SEX

ADJUDICATED CLAIMS

CLAIMS SPECIFIC NON CLAIMS SPECIFIC

AMOUNT PAID PAYABLES AMOUNT LEVY AMOUNT A/R AMOUNT CHECK AMOUNT

LINES PRECEDED BY “B” CONTAIN MEMBER INFORMATION

LINES PRECEDED BY “C” CONTAIN CLAIM INFORMATION RELATIVE
TO ABOVE MEMBER

1234567899 00596352

Adams, James, DDS
30 Center Street
Anytown, CA 95814

B     LAST FIRST 99999999D                      99999999D                M            mm/dd/yy
C  YY163108181        D0150 0601YY   P 25.00            25.00 25.00 
C D0274 0601YY   P 30.00            18.00                                                    18.00
C D0230 0601YY    P 30.00            18.00 18.00
C D1120 0601YY D       R019       47.00    .00                                                        .00
C                                D1110 0601YY    P       S019      47.00            40.00                                              40.00

CLAIM TOTAL                                                       132.00 101.00 101.00

**TOTAL ADJUDICATED CLAIMS                           132.00          101.00                                                   101.00

ADJUSTMENT CLAIMS

B      LAST        FIRST 99999999D                     99999999D                F             mm/dd/yy
C # 30:  NEW OR ADDITIONAL DOCUMENTATION SUBMITTED
C  YY168101357  15   D7210 0610YY   A        266B      - 95.00          - .00              - .00
C 14   D2140 0610YY   A                       - 50.00          - 39.00                                              - 39.00
C 13   D2140 0610YY   A                       - 50.00          - 39.00                                              - 39.00

CLAIM TOTAL                                                             - 195.00         - 78.00                        - 78.00

B     LAST         FIRST  99999999D                     99999999D                 F             mm/dd/yy
C # 30:  NEW OR ADDITIONAL DOCUMENTATION SUBMITTED
C  YY168101357  15   D7210 0610YY   P                          95.00              85.00                                                85.00
C 14   D2140 0610YY   P                          50.00              39.00                                                39.00
C 13   D2140 0610YY   P                          50.00              39.00                                                39.00

CLAIM TOTAL                                                              195.00            163.00                       163.00

*TOTAL ADJUSTED CLAIMS                                            00.00              85.00                                85.00

**PROVIDER CLAIMS TOTAL                                132.00       186.00                                              186.00

101.00                         85.00                                                                                       186.00

DATE:  06/06/YY      PAGE NO.  3
of  3

1

2

3

4

5

6 7

8

9 10 11 12 13

14 15 16 17 18 19 20 21 22 23 24

25 26 27

B
C STA-

TUS
DATE

OF SERVICE
PROC.
CODE

TOOTH
CODE

DOCUMENT
CONTROL NO.

AMOUNT
PAID

OTHER
COVERAGE

SHARE
OF COST

ALLOWED
AMOUNT

AMOUNT
BILLED

REASON
CODE

MEMBER ID
BIRTH
DATE

ADJUSTMENT AMOUNT
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EXPLANATION OF BENEFITS DENTI-CAL
CALIFORNIA MEDI-CAL DENTAL PROGRAM

P.O. BOX 15609, SACRAMENTO, CA 95852-0609

CHECK
NoPROVIDER

No

DATE: 06/06/YY    PAGE NO.  3
of  3STATUS CODE DEFINITION

P = PAID
D = DENIED
A= ADJUSTED

PLEASE CALL (800) 423-0507
FOR ANY QUESTIONS REGARDING THIS DOCUMENT

MEMBER NAME MEDI-CAL
I.D. NO. MEMBER ID SEX

BIRTH
DATE

AMOUNT
PAID

ALLOWED
AMOUNT

CLAIMS SPECIFIC NON CLAIMS SPECIFIC
AMOUNT PAID ADJUSTMENT AMOUNT PAYABLES AMOUNT LEVY AMOUNT A/R AMOUNT CHECK AMOUNT

LINES PRECEDED BY “R” CONTAIN MEMBER INFORMATION

LINES PRECEDED BY “C” CONTAIN CLAIM INFORMATION RELATIVE
TO ABOVE MEMBER

005963521234567899

Adams, James,  DDS
30 Center Street
Anytown, CA 95814

DOCUMENTS IN-PROCESS
LAST NAME     FIRST NAME      MEDI-CAL ID                 MEMBER ID             DOB             DCN            AMT BILLED   *CODE
----------------------------------------------------------------------------------------------------------------------------------------------------------------------
LAST                  FIRST 99999999D 99999999D       mm/dd/yy YY168108150 567.00       C IR
LAST                  FIRST 99999999D 99999999D       mm/dd/yy YY169103850 423.00       T CS
LAST                  FIRST 99999999A 99999999A       mm/dd/yy YY175100684      112.00       C IR

TOTAL DOCUMENTSIN-PROCESS               3                        TOTAL BILLED                 1102.00

* THE FOLLOWING LEGEND HAS BEEN INCLUDED FOR IN-PROCESS STATUS CODES
----------------------------------------------------------------------------------------------------------------------------------------------------------------------

C   =   CLAIM        N   =   NOA        T   =   TAR        R   =   TAR REEVALUATION

DV - DATA VALIDATION (DOCUMENT IS AWAITING REVIEW OF KEYED DATA AGAINST
DOCUMENT INFORMATION)

IR  - INFORMATION REQUIRED           (AN RTD FOR ADDITIONAL INFORMATION OR AN EDI REQUEST
FOR XRAYS/ATTACHMENTS WAS SENT TO PROVIDER)

RV - RECIPIENT VERIFICATION           (DOCUMENT IS AWAITING VALIDATION OF RECIPIENT INFO)
PV - PROVIDER VERIFICATION           (DOCUMENT IS AWAITING VALIDATION OF PROVIDER INFO)
PR - PROFESSIONAL REVIEW            (DOCUMENT IS SCHEDULED FOR PROFESSIONAL REVIEW)
CS - CLINICAL SCREENING                (DOCUMENT IS SCHEDULED FOR CLINICAL SCREENING REVIEW)
SR - STATE REVIEW (DOCUMENT IS SCHEDULED FOR REVIEW BY STATE STAFF)

+++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++
THE NEXT SCHEDULED BASIC SEMINAR WILL BE HELD IN ANYTOWN
ON MM/DD/YY FROM 8:30 AM TO 11:30 AM.  PLEASE CALL (800) 423-0507
FOR RESERVATIONS

+++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++
THE NEXT SCHEDULED ADVANCED SEMINAR WILL BE HELD IN ANYTOWN
ON MM/DD/YY FROM 8:00 AM TO 12:00 PM.  PLEASE CALL (800) 423-0507
FOR RESERVATIONS

+++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++
THE NEXT SCHEDULED WORKSHOP SEMINAR WILL BE HELD IN ANYTOWN
ON MM/DD/YY FROM 8:30 AM TO 3:30 PM.  PLEASE CALL (800) 423-0507
FOR RESERVATIONS

B
C DOCUMENT

CONTROL NO.
OTHER

COVERAGE
SHARE

OF COST
AMOUNT
BILLED

REASON
CODE

STA-
TUS

DATE
OF SERVICE

PROC.
CODE

TOOTH
CODE

78B-PRL-TRN-006.AG

C 
r 

..... 

f 

\ 

_) 

· l'H S I Medi-Cal Dental 

·------

J 



Provider Inquiries
Claim Inquiry Forms
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THE CLAIM INQUIRY FORM (CIF)

Submitting a CIF enables the Medi-Cal Dental program to give an automated, fast response
to an inquiry. The dental office should use the CIF for two reasons:

1. Inquire about the status of a TAR or Claim
a) The Medi-Cal Dental program will respond to a CIF with a Claim Inquiry 

Response (CIR).
2. Request reevaluation of a modified or denied claim or NOA for payment.    

CIF TRACER: Is used to request the status of a claim or TAR.

Providers should wait one month before submitting a CIF Tracer to allow enough time for the
document to be processed. If after one month, the claim or TAR has not been processed or
has not appeared in the Documents In Process section of the EOB, a CIF Tracer should be
submitted.

CLAIM REEVALUATION: Is used to request the reevaluation of a modified or denied claim
or NOA.

If a provider wishes to have a processed claim or NOA that has appeared on the EOB
reevaluated, a CIF Reevaluation should be submitted. The CIF must be submitted within 6
months of the date on the EOB. DO NOT re-bill on a claim form.

To submit a CIF to Denti-Cal, follow these steps:

1. Use a separate CIF for each inquiry.
2. Check only one inquiry reason box on each CIF.
3. Complete all applicable areas.
4. Sign and date.
5. Attach all related radiographs/photos.
6. DO NOT USE THE CIF TO REQUEST A FIRST LEVEL APPEAL.
7. Mail to:

California Medi-Cal Dental Program
P.O. Box 15609
Sacramento, CA 95852-0610

Inquiries using the CIF are limited to those reasons indicated on the form. Any other type of
inquiry or request should be handled by telephone or written correspondence. Prior to
submitting a CIF, please contact the telephone service center (TSC) at (800) 423-0507 with
any inquiries.

All radiographs/photos submitted with a CIF must be stapled to the back of the
corresponding CIF. More information may be found in Section 6: Forms of the Handbook.
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USE THIS FORM FOR ONE CLAIM  OR TREATMENT AUTHORIZATION REQUEST ONLY.

CLAIM  INQUIRY  FORM

BILLING PROVIDER NAME                                                                                                       MEDI-CAL PROVIDER NUMBER                                                                  

MAILING ADDRESS                                                                                                         TELEPHONE NUMBER

P.O. BOX 15609
SACRAMENTO, CALIFORNIA 95852-0609
Phone 800-423-0507

Before  submitting a CIF:
• Allow  one month for the status of the document to appear on your

Explanation of Benefits (EOB)
• Type or print all information
• Use the appropriate x-ray envelope and attach to this form 
• See your Provider Handbook for detailed instructions 
• For clarification call DENTI-CAL

PATIENT NAME (LAST, FIRST, MI)       

PATIENT MEDI-CAL I.D. NUMBER                                                                         PATIENT DENTAL RECORD NUMBER (OPTIONAL)                                                                                           

INQUIRY REASON  - CHECK ONLY ONE BOX

REMARKS (Corrections or Additional information)

THIS IS TO CERTIFY THAT THE INFORMATION CONTAINED ABOVE AND ANY ATTACHMENTS 
PROVIDED IS TRUE, ACCURATE, AND COMPLETE AND THAT THE PROVIDER HAS READ, 
UNDERSTANDS, AND AGREES TO BE BOUND BY AND COMPLY WITH THE STATEMENTS AND 
CONDITIONS CONTAINED ON THE BACK OF THIS FORM. 

X
SIGNATURE DATE

SIGNATURE OF PROVIDER OR PERSON AUTHORIZED BY PROVIDER TO BIND PROVIDER  BY 
ABOVE SIGNATURE TO STATEMENTS AND CONDITIONS CONTAINED ON THIS FORM.

FOR DENTI-CAL USE ONLY

OPER.  I.D.   ______________________________________

ACTION CODE   ___________________________________

IMPORTANT

DOCUMENT CONTROL NUMBER (NECESSARY FOR RE-EVALUATION)

DATE BILLED

CITY, STATE ZIP CODE

Please advise status of:

Claim for Payment. Attach a copy of form
Date of Service_______________________.
Treatment Authorization Request (TAR).  Attach a copy 
of  form.

CLAIM/TAR TRACER ONLY CLAIM RE-EVALUATION ONLY

Please re-evaluate modification/denial of claim
for payment.  I have attached all necessary
radiographs and/or documentation.

Adams, James    DDS                    1234567899

Anytown, CA                                       95814

Last,  First 

99999999999999 MM DD YY

X

Please research claim for D.O.S. MM DD YY- we have no
record of payment.  Thank you 

30 Center Street                         (XXX) XXX-XXXX

MM DD YY

Mary Jones MM DD YY
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CORRESPONDENCE REFERENCE NUMBER  *  FOR  MEDII-CAL DENTAL USE ONLY

CLAIM  INQUIRY  RESPONSE

P.O.BOX 15609 
SACRAMENTO, CALIFORNIA 95852
Phone  (800) 423-0507

PATIENT NAME DOCUMENT CONTROL NO.

PATIENT MEDI-CAL I.D. NO. PATIENT DENTAL RECORD NUMBER DATE BILLED

IN RESPONSE TO YOUR MEDI-CAL DENTAL INQUIRY

STATUS CODE EXPLANATION

ADDITIONAL EXPLANATION

YY30900132

Adams, James, DDS                  1234567899
30 Center Street                 (XXX) XXX-XXXX
Anytown, CA                                  95814

Last,  First
99999999D                                                             MM DD YY

01             CLAIM NEVER RECEIVED:  PLEASE SUBMIT NEW CLAIM

7AW                                                                MM DD YYBY:                                                                                                                          DATE:
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RESPONSES TO CIF INQUIRIES

The Claim Inquiry Response (CIR) (Claim/TAR Tracer)

After resolving your CIF Tracer inquiry, The Medi-Cal Dental program will send your
office a computer-generated CIR. The CIR explains the status of your claim or TAR.
It contains the same information as the original document submitted by your office
and will identify the patient’s name, Medi-Cal ID number, dental record number (if
applicable), DCN of the original document, and the date services were billed. The
middle section of the form under the heading “In Response to your Medi-Cal Dental
Inquiry” contains a status code and a printed explanation of the code.

The Explanation of Benefits (EOB) (Claim Reevaluation)

After processing your CIF for claim reevaluation, the response will be indicated on
the EOB under “Adjustment Claims.”
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USE THIS FORM FOR ONE CLAIM  OR TREATMENT AUTHORIZATION REQUEST ONLY.

CLAIM  INQUIRY  FORM

BILLING PROVIDER NAME                                                                                                       MEDI-CAL PROVIDER NUMBER                                                                  

MAILING ADDRESS                                                                                                         TELEPHONE NUMBER

P.O. BOX 15609
SACRAMENTO, CALIFORNIA 95852-0609
Phone 800-423-0507

Before  submitting a CIF:
• Allow  one month for the status of the document to appear on your

Explanation of Benefits (EOB)
• Type or print all information
• Use the appropriate x-ray envelope and attach to this form 
• See your Provider Handbook for detailed instructions 
• For clarification call DENTI-CAL

PATIENT NAME (LAST, FIRST, MI)       

PATIENT MEDI-CAL I.D. NUMBER                                                                         PATIENT DENTAL RECORD NUMBER (OPTIONAL)                                                                                           

INQUIRY REASON  - CHECK ONLY ONE BOX

REMARKS (Corrections or Additional information)

THIS IS TO CERTIFY THAT THE INFORMATION CONTAINED ABOVE AND ANY ATTACHMENTS 
PROVIDED IS TRUE, ACCURATE, AND COMPLETE AND THAT THE PROVIDER HAS READ, 
UNDERSTANDS, AND AGREES TO BE BOUND BY AND COMPLY WITH THE STATEMENTS AND 
CONDITIONS CONTAINED ON THE BACK OF THIS FORM. 

X
SIGNATURE DATE

SIGNATURE OF PROVIDER OR PERSON AUTHORIZED BY PROVIDER TO BIND PROVIDER  BY 
ABOVE SIGNATURE TO STATEMENTS AND CONDITIONS CONTAINED ON THIS FORM.

FOR MEDI-CAL DENTAL  USE ONLY

OPER.  I.D.   ______________________________________

ACTION CODE   ___________________________________

IMPORTANT

DOCUMENT CONTROL NUMBER (NECESSARY FOR RE-EVALUATION)

DATE BILLED

CITY, STATE ZIP CODE

Please advise status of:

Claim for Payment. Attach a copy of form
Date of Service ____________________.

Treatment Authorization Request (TAR).  Attach a copy 
of  form.

CLAIM/TAR TRACER ONLY CLAIM RE-EVALUATION ONLY

Please re-evaluate modification/denial of claim
for payment.  I have attached all necessary
radiographs and/or documentation.

DC 003 (R 07/09)

Adams, James    DDS                  1234567899

30 Center Street                       (XXX) XXX-XXXX

Anytown, CA                                   95814

Last,  First

99999999999999 

YY283101357

X

Please re-evaluate #15 procedure D7210 - X-ray attached
(or submit digitized image reference number) 

Mary Jones mm dd yy
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THE PROVIDER APPEALS PROCESS
A provider may request a First Level Appeal by submitting a formal written grievance to the
Medi-Cal Dental program. Submission of a CIF is not required prior to the First Level Appeal.
The First Level Appeal procedure is as follows:

1. The appeal must be submitted in writing to the Medi-Cal Dental program within 90 days
of the action precipitating the complaint or grievance. Do not use a CIF for this
purpose.

2. The letter must specifically indicate a request for a First Level Appeal.
3. The appeal must clearly identify the claim or TAR in question and describe the

disputed action.
4. Keep a copy of all documents related to the appeal.
5. the Medi-Cal Dental program will acknowledge the appeal request with in 21 calendar

days of receipt.
6. Direct first level appeals to:

California Medi-Cal Dental Program
Attn: Provider First Level Appeals
PO Box 13898
Sacramento, CA 95853-4898

The Medi-Cal Dental staff (including professional review if necessary) will review the appeal
and respond in writing if the denial is upheld.
JUDICIAL REMEDY
A provider who is dissatisfied with the appeal decision may then use the judicial process to
resolve the complaint. In compliance with section 14104.5 of the Welfare and Institutions
Code, the provider must seek "judicial remedy" NO LATER THAN ONE YEAR after receiving
notice of the decision.
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EXPLANATION OF BENEFITS

P.O. BOX 15609, SACRAMENTO, CA 95852-0609

CHECKNoPROVIDER
No

DATE:  06/06/YY  PAGE NO.  1
of   3

STATUS CODE DEFINITION
P = PAID
D = DENIED
A= ADJUSTED

PLEASE CALL (800) 423-0507
FOR ANY QUESTIONS REGARDING THIS DOCUMENT

MEMBER NAME MEDI-CAL
I.D. NO. SEX

BIRTH
DATE

ADJUSTMENT CLAIMS

CLAIMS SPECIFIC NON CLAIMS SPECIFIC
CHECK AMOUNT

1234567899 00596352

Adams, James, DDS
30 Center Street
Anytown, CA 95814

101.00                   85.00                                                                                             186.00

C
B

LINES PRECEDED BY “B” CONTAIN MEMBER INFORMATION

LINES PRECEDED BY “C” CONTAIN CLAIM INFORMATION RELATIVE
TO ABOVE MEMBER

MEMBER ID

DOCUMENT
CONTROL NO.

TOOTH
CODE

PROC.
CODE

DATE
OF SERVICE

STA-
TUS

REASON
CODE

AMOUNT
BILLED

ALLOWED
AMOUNT

SHARE
OF COST

OTHER
COVERAGE

AMOUNT
PAID

B     LAST     FIRST                                     99999999D            99999999D F      mm/dd/yy

AMOUNT PAID ADJUSTMENT AMOUNT PAYABLES AMOUNT LEVY AMOUNT A/R AMOUNT

C #30:  NEW OR ADDITIONAL DOCUMENTATION SUBMITTED 
C YY168101357  15  D7210  1010YY A   266B    - 95.00     - .00                                    - .00
C                         14  D2140  1010YY A               - 50.00     - 39.00 - 39.00
C                         13  D2140  1010YY A               - 50.00     - 39.00 - 39.00

CLAIM  TOTAL                                           -195.00       - 78.00 - 78.00

B     LAST     FIRST                                    99999999D             99999999D F      mm/dd/yy
C #30:  NEW OR ADDITIONAL DOCUMENTATION SUBMITTED
C YY168101357 15  D7210  1010YY P                 95.00       85.00 85.00
C                        14  D2140  1010YY P                 50.00       39.00                                         39.00
C                        13  D2140  1010YY P                 50.00       39.00                                         39.00

CLAIM TOTAL 195.00     163.00                                       163.00 

*TOTAL ADJUSTED CLAIMS                           .00       85.00                                         85.00

**PROVIDER CLAIMS TOTAL                      132.00     186.00                                      186.00

----------------------------------------------------------------------------------------------------------------------------------
WHEN APPLICABLE, ALL SERVICES SUBMITTED FOR MEMBERS UNDER 21 YEARS OF AGE                    

HAVE BEEN EVALUATED FOR EPSDT CRITERIA.
266B     PAYMENT AND/OR PRIOR AUTHORIZATION DISALLOWED. LACK OF RADIOGRAPHS
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GLOSSARY
BILLING PROVIDER: The dentist who bills or requests authorization for services on the 
treatment form.

TREATMENT AUTHORIZATION REQUEST (TAR)/CLAIM: The State approved universal 
form used by the provider to request prior authorization of services, and/or the form 
submitted by the provider to request payment for services performed. 

CLAIM INQUIRY FORM (CIF): The form used by the provider for tracing a claim or TAR,
or for requesting a reevaluation or adjustment to a previously submitted claim.

CORRESPONDENCE REFERENCE NUMBER (CRN): An identifying number assigned to
all telephone correspondence, written correspondence and CIF’s received by the Medi Cal
Dental program.

MEDI-CAL DENTAL: The Fee-for-Service portion of the California Medi-Cal Dental
Program.

MEDI-CAL DENTAL BULLETIN: A publication with information regarding program
updates, pertinent legislative action, procedure clarifications, and other important items
which affect the California Medi-Cal Dental Program. The bulletins may be accessed from
the Medi-Cal Dental website.

MEDI-CAL DENTAL PROVIDER HANDBOOK: A reference guide for all providers enrolled
in the California Medi-Cal Dental Program. It contains the criteria for dental services,
program benefits, exclusions, limitations, and instructions for completing forms used in the
Medi-Cal Dental program. The Handbook may be accessed from the Medi-Cal Dental
website.

DOCUMENT CONTROL NUMBER (DCN): An identifying number assigned to all billing
documents received by the Medi Cal Dental program. The DCN enables the Medi-Cal
Dental to track the document throughout the automated processing system.

NOTICE OF AUTHORIZATION (NOA): A computer-generated form sent to the provider
following final processing of a TAR by the Medi-Cal Dental program. When the NOA is
returned to the Medi-Cal Dental by the provider, it becomes a claim submitted for payment
of services rendered.

PROVIDER: Individual dentists, dental group, dental school, or dental clinic.

RESUBMISSION TURNAROUND DOCUMENT (RTD): A computer-generated form which
the Medi-Cal Dental program sends to the provider to request missing or additional
information needed to complete processing of a claim, TAR or NOA.

RENDERING PROVIDER: The dentist who provides services that are billed under the
billing provider’s name and billing provider number. The rendering provider may be the
same as, or different from the billing provider.
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	HospitalInpatientDentalServices(OvernightorLonger)Ifaproviderisrequiredtoperformserviceswithinahospitalsetting,theprovisionofthemedicalsupportserviceswilldependonhowtheMedi-Calmemberreceivestheirmedicalbenefits.Membersmayreceivemedicalbenefitsthroughseveraldifferententities:•Medi-CalFee-For-Service(FFS)•GeographicManagedCare(GMC)•Medi-CalManagedCare•CountyOrganizedHealthSystems(COHS)RefertoyourMedi-CalDentalProviderHandbookunder“Section4:TreatingMembers”todeterminetheentityprovidingamembermedicalservices.RequestingHospitalDentalServicesforMedi-CalMembersEnrolledintheMedi-Cal(FFS)ProgramAuthorizationisrequiredfromMedi-Caltoadmitthepatientintothehospital.ThisauthorizationmustbesubmittedontheMedi-CalForm50-1,whichshouldbesentdirectlyto:DepartmentofHealthCareServicesSanFranciscoMedi-CalFieldOfficeP.O.Box3704SanFrancisco,CA94119(415)904-9600TheMedi-CalForm50-1shouldnotbesubmittedtotheMedi-CalDentalprogram,thiswillonlydelaytheauthorizationforhospitaladmission.Ifyourpatientrequiresemergencyhospitalization,a‘verbal’authorizationisnotavailablethroughtheMedi-Calfieldoffice.Ifthepatientisadmittedasanemergencycase,theprovidermayindicateintheVerbalAuthorizationBoxontheMedi-CalForm50-1,“ConsultantNotAvailable”(CNA).Analternativeistoadmitthepatientasanemergencycaseandsubmitthe50-1retroactivelywithintenworkingdaystotheMedi-Calfieldoffice.YourclaimforpaymentofdentalservicesissubmittedtotheMedi-CalDentalprogramandmustbeaccompaniedbyastatementdocumentingtheneedandreasontheemergencyservicewasperformed.Includeacopyoftheoperatingroomreport.RequestingHospitalDentalServicesforMedi-CalMembersEnrolledintheGMC,COHS,orMedi-CalManagedCarePlansThedentistmustcontactthepatient’smedicalplantoarrangeforhospitalorsurgicenteradmissionandmedicalsupportservices.AllmedicalplansthatprovideservicestoMedi-Calmanagedcaremembersarecontractuallyobligatedtoprovidemedicalsupportservicesfordentaltreatment.IftheMedi-CalFieldOfficereceivesaForm50-1foraMedi-Calpatientwhoreceivestheirmedicalbenefitsthroughoneoftheseprograms,theformwillbereturnedtothesubmittingdentist.MAXILLOFACIAL-ORTHODONTICSERVICES(MF-O)AllMF-Osurgicalandprostheticservices,TMJdysfunctionservices,andservicesinvolvingcleftpalate/cleftliprequirepriorauthorization.Theexceptionstothisarediagnosticservicesandthoseservicesperformedonanemergencybasis.ProvidersandtheirstaffshouldbeawareoftheprocedurecodesspecifictotheMF-Oprogram.ThesecodesarelistedinyourMedi-CalDentalProviderHandbook.ORTHODONTICSERVICESOrthodonticbenefitsforeligibleindividualsundertheageof21areavailableundertheCaliforniaMedi-CalDentalProgramwhenmedicallynecessary.ServicesmustbeperformedbyaqualifiedorthodontistwhoisenrolledasaMedi-CalDentalprovider.Thisprogramcovershandicappingmalocclusion,cleftpalate/lip,andcranio-facialanomaliescases.AHandicappingLabio-LingualDeviation(HLD)IndexCaliforniaModificationScoreSheetmustbesubmittedtodocumentthemedicalnecessity.Todocumentahandicappingmalocclusion,itisnecessarytohaveaminimumscoreof26ontheHLDscoresheet.Therearealsosixautomaticqualifyingconditions:cleftpalatedeformity,cranio-facialanomaly,adeepimpingingoverbitecausingdestructionofthepalatalsofttissue,ananteriorcross-bitecausingclinicalattachmentlossandrecessionofthegingivalmargin,severetraumaticdeviation,oranoverjetgreaterthan9mmoramandibularprotrusiongreaterthan3.5mm.SeeProviderHandbook,page9-11formoreinformation.CALIFORNIACHILDREN'SSERVICES(CCS)TheCCSprogramprovideshealthcaretochildrenandadolescentsunder21yearsofagewhohaveaCCS-eligiblemedicalcondition.PatientsmustapplytoCCStobeeligibleforservicesprovidedunderthisprogram.Thepatient’scaseworkercanreferthepatienttohisorherlocalCCScountyorregionaloffice.AllCCSdental/orthodonticprovidersmustbeenrolledandactiveintheMedi-CalDentalprogrampriortoreceivingpayment.IfaproviderhasavalidauthorizationissuedbytheCCSprogram,theauthorizationwillbehonoredthroughtheexpirationdate.Continueusingthesameprocessingguidelinesthatwereinplacewhentheserviceswereauthorized.ProgramGuidelines:AllCCSmembersaresubjecttothescopeofbenefits,priorauthorizationandprocessingguidelinesasdefinedintheMedi-CalDentalProviderHandbook.TheCCSProgramonlyauthorizesdentalservicesifsuchoralconditionsaffectthemember’s/CCS-eligiblecondition.SeeProviderHandbook,page9-1:SpecialPrograms,formoreinformation.CCS/Medi-Cal:TheCCSprogramwillnolongerissueauthorizationsforCCS/Medi-Calmembers.ProvidersaretosubmitallclaimsandTARsdirectlytotheMedi-CalDentalprogram.IfamemberrequiresservicesbeyondthescopeoftheMedi-CalDentalprogram,theymayqualifyfortheEarlyandPeriodicScreening,DiagnosisandTreatment(EPSDT)program.CCSOnly:CCSeligiblememberswillcontinuetorequireserviceauthorizationrequests(SARs)fromCCS.ProvidersmustrequestaSARfromtheCCScountyorregionalofficepriortosubmittingclaimsandTARstotheMedi-CalDentalprogram.THEPROFESSIONALCOMPONENTTheMedi-CalDentalprogramhasaprofessionalunitconsistingofdentalconsultantswhoarelicenseddentists.TheconsultantsreviewallclaimsandTARswhichrequireprofessionaljudgment.ThesedentalconsultantsassisttheMedi-CalDentalProgramProvider/MemberServicesandClinicalScreeningdepartmentswithreevaluationsandspecialcases.Inaddition,thereareclinicalscreeningdentistslocatedthroughoutthestate.Theyareresponsibleforpre-screeningcasesthatmayrequireclinicalevaluationundertheguidelinesoftheMedi-CalDentalprogram.Aftertheclinicalscreeningdentisthasexaminedthepatient,thescreeningreportisreviewedbyaMedi-Caldentalconsultant.TheclaimorTARissubsequentlyapproved,modified,ordenied.TheMedi-CalDentalclinicalscreeningdentistsalsodopost-operativescreenings.ONSITETRAININGVISITProviderRepresentativesareavailableforOn-sitevisitstoassistproviderswithpolicyorbillingissuesthatcannotberesolvedbytelephoneorwrittencorrespondence.Medi-CalDentalwilldeterminethenecessitytoscheduleanon-sitetrainingvisit.TorequestavisitpleasecontacttheTelephoneServiceCenterat(800)423-0507.SEMINARSTherearefourtypesofMedi-CalDentalSeminars-Basic/EDI,Advanced,WorkshopsandOrthodontic.Allseminarsarefreeofchargeandoffercontinuingeducationcreditsbasedonthehoursoftrainingconducted.VisittheMedi-CalDentalwebsiteatwww.dental.dhcs.ca.govoryoumaycontactthetelephoneservicecenterforthecurrentseminarscheduleandtomakeareservation.AmericanSignLanguage(ASL)andLanguageServicesAmericanSignLanguage(ASL)translationandlanguageassistanceservicesareavailabletoMedi-Calmembersatnocost.EithertheMedi-CaldentalproviderofficeorthemembercancalltheTelephoneServiceCenter(TSC)MondaythroughFriday,between8a.m.and5p.m.torequestlanguageassistanceoverthetelephoneortoscheduleanASLtranslatortobepresentatthetimeoftheappointment.Providerscansupplyalanguageinterpreterintheoffice,orproviderscancalltheTSCtoaccesslanguageinterpretersavailablein250languagesanddialects..Medi-CaldentalprovidersshouldcalltheProviderTelephoneServiceCenterat(800)423-0507andMedi-CalmembersshouldcalltheMedi-CalDentalTelephoneServiceCenterat1-800-322-6384.MemberswithhearingorspeakinglimitationscancalltheTeletextTypewriter(TTY)lineat(800)735-2922,MondaythroughFriday,8a.m.to5p.m.Atallothertimes,Medi-CalmembersshouldcalltheCaliforniaRelayServiceTDD/TTYat711toreceivethehelptheyneed.CASEMANAGEMENTDentalCaseManagementisdesignedtoassistMedi-Calmemberswithspecialhealthcareneedswhoareunabletoscheduleandcoordinatecomplextreatmentplansamongmultiplepractitioners.Thisisaprogramdesignedformemberswithmental,physicaland/orbehavioraldiagnosisordiagnoseswhoareunabletoscheduleandcoordinatecomplextreatmentplansinvolvingoneormoremedicalanddentalproviders.Someexamplesofqualifyingspecialhealthcareneedsincludephysical,developmental,mental,sensory,behavioral,cognitiveoremotionalimpairmentorotherlimitingconditionthatrequiresmedicalmanagement,healthcareinterventionand/oruseofspecializedservicesorprograms.ReferralsforCaseManagementservicesareinitiatedbythemembers’Medi-Caldentalprovider,medicalprovider,casemanagerorcaseworkerandarebasedonacurrent,comprehensiveevaluationandtreatmentplan.TheCaseManagementreferralformislocatedontheMedi-CalDentalwebsite:www.dental.dhcs.ca.gov.MembersmustbereferredbyaMedicalorDentalprofessionalbycompletingthesecureonlinereferralform.Aftercompletingthereferralform,itmustbeemailedtoDentalCaseManagement@delta.org.PleasevisitourProviderFormsPage/DentalCaseManagementsectiontodownloadandsubmitaCaseManagementReferralform.Ifyouhavequestionswhensubmittinganonlinereferral,pleasecontacttheTelephoneServiceCenterat(800)423-0507.CARECOORDINATIONSERVICESCareCoordinationservicesareofferedbytheTelephoneServiceCenter(TSC).CareCoordinationServicesallowMedi-CalmemberstocallandgainaccesstodentalserviceswiththedirectionandsupportofourTSCrepresentatives,whoassistmemberswith:LocatingaGeneralorSpecialist,Dentist,AccessingAppointments,TranslationServices,TransportationAssistanceMemberscanaccesstheCareCoordinationServicesbycontactingtheTelephoneServiceCenterat(800)423-0507,andrequestCareCoordinationassistance.THEMEDI-CALDENTALPROVIDERHANDBOOKandBULLETINSTheMedi-CalDentalProviderHandbookandMedi-CalDentalBulletinsareavailableontheMedi-CalDentalwebsiteatwww.dental.dhcs.ca.gov.TheMedi-CalDentalProviderHandbookhasbeendevelopedtoassisttheproviderandofficestaffwithparticipationintheMedi-CalDentalprogram.Itcontainsdetailedinformationregardingthesubmission,processingandcompletionofalltreatmentformsandotherrelateddocuments.TheHandbookshouldbeusedfrequentlyasareferenceguidetoobtainthemostcurrentcriteria,policiesandproceduresoftheCaliforniaMedi-CalDentalProgram.TheMedi-CalDentalBulletinsarepublishedperiodicallytokeepprovidersinformedofthelatestdevelopmentsintheprogram.Newbulletinswillappearinthe“What’sNewSection”oftheMedi-CalDentalwebsiteandareincorporatedintothe“ProviderBulletins”sectionofthewebsite.ThissectionshouldbecheckedfrequentlytoensurethatyourofficehasthemostupdatedinformationontheMedi-CalDentalprogram. graphic graphic graphic graphic graphic graphic BillingProvidersToreceivepaymentfortreatingeligibleMedi-Calmembers,dentalprovidersmustbeenrolledinthe‘Medi-CalDentalProgram’.EnrollmentiscompletedthroughtheProviderApplicationandValidationforEnrollment(PAVE)portal.TheProviderEnrollmentDivision(PED)providesanonlineenrollmentapplicationprocess.Note:Paperapplicationsarenotacceptedandwillbereturned.Oncetheenrollmentprocessiscomplete,thenewbillingproviderwillbeinformedofacceptanceintotheprogramwhichwillincludetheBillingProvidernumberandaPersonalIdentificationNumber(PIN).ThenewBillingProviderwillalsoreceiveastarterpacketofforms.Additionalformsmaybeorderedbycompletingthe‘re-orderform’foundontheMedi-CalDentalWebsite.RENDERINGPROVIDERSEachdentistwhotreatsMedi-CalpatientsmustbeenrolledintheMedi-CalDentalprogram.TheRenderingProvidernumberwillbethetype1NPInumberthattheDr.obtainedfromNPPES.GroupandrenderingproviderswillberequiredtocompleteanaffiliationformwithinPAVE.TheRenderingProvidernumberwillgoinBox33onyourClaimsandNOAs.BILLINGINTERMEDIARIESMedi-CalDentalacceptsclaimspreparedandsubmittedbyabillingserviceactingonbehalfofaprovider.Theproviderandthebillingservicemustcomplete(TheMedi-CalDentalProviderandBillingIntermediaryApplication/Agreement).Oncetheprocessiscompletethebillingservicewillreceivearegistrationnumberwhichmustbeincludedonallclaimformstheysubmitonadoctor’sbehalf. slide slide slide slide slide Enrollment InquiriesFor Medi-Cal provider enrollment information, please contact PED using the Inquiry Form found on PED’s website under ‘Provider Resources’ at https://www.dhcs.ca.gov/provgovpart/Pages/PED.aspxYou can also call the PED Message Center at (916) 323-1945. For PAVE application questions, email PED at PAVE@dhcs.ca.gov, or send a message in PAVE.Revalidation InquiriesDental providers submit revalidation applications using PAVE. DHCS will send a revalidation notice to the provider when they are required to submit a revalidation application. Revalidation notices will be mailed to the service address enrolled with Medi-Cal. PAVE Technical SupportHelp Desk is available Monday-Friday from 8:00 am-6:00 pm, excluding State holidays. You can also use the PAVE Chat feature while in PAVE. The Chat feature is available Monday-Friday from 8:00 am-4:00 pm, excluding State holidays.Billing Inquiries and EFT InquiriesPlease call the Medi-Cal Dental Telephone Service Center (TSC) at (800) 423-0507. TSC Representatives are available Monday-Friday from 8:00 am-5:00 pm. PIN Confirmation/ResetTo confirm or reset a PIN, send a written request to Medi-Cal Dental at PO Box 15609, Sacramento, CA 95852-0609. A PIN cannot be confirmed or reset over the telephone. slide ‘Electronic Funds Transfer’ DIRECT DEPOSITMedi-Cal Dental check-write is 1 per week on Thursdays. And funds are deposited directly into your bank account on Wed night, and they would be available to you on Thursday morning. (Rather than Sat. or Monday with a paper check)1. Enroll in Electronic Funds transfer through PAVE2. No more waiting for the mail (or problems with lost checks/postal problems.3. Notification of deposits will appear on your EOBs which will still go to the office (or wherever the Dr. directs). slide MEDI-CALMEMBERSIDENTIFICATIONMembersarerequiredtosigntheirBenefitsIdentificationCard(BIC)priortopresentingthecardforservices.Thisrequirementdoesnotapplytopersons17yearsofageoryounger,ortothosewhoresideinalong-termcarefacility.Verificationofidentificationisrequiredformemberswhoareunknowntothedentalofficeexcept,whenamemberis17yearsofageoryounger,isreceivingemergencydentalservices,orresidesinalong-termcarefacility.Forallothermembers,theMedi-CalDentalprovidersmustmakea“good-faith”efforttoverifyidentificationbeforeprovidingMedi-Caldentalservices.Agood-faitheffortmeansmatchingthenameandsignatureontheBICagainstthesignatureonavalidphotoIDoranyotherdocumentwhichappearstovalidateandestablishidentity.Medi-Calmemberswhoareunabletosigntheirnameormakean“X”insteadofasignaturebecauseofadisabilityarenotrequiredtosigntheircards.ProvidersmuststillattempttomatchthenameontheBICwithanacceptablephotoidentification.Ifaproviderdoesnotattempttoidentifyamemberandprovidesservicestoanineligiblemember,paymentforthoseservicesmaybedisallowed.ProvidersmustverifyeligibilityeverymonthforeachmemberwhopresentsaBIC,paperImmediateNeedorMinorConsentcard.AproviderwhodeclinestoacceptaMedi-CalmembermustdosobeforeaccessingeligibilityinformationwiththeexceptionslistedintheHandbook.TheStateofCaliforniaDepartmentofHealthCareServices(DHCS)willalsoreviewclaimstodetermineproviderswhoestablishapatternofprovidingservicestoineligiblemembersorindividualsotherthanthememberindicatedontheBIC.Ifaprovidersuspectsthistypeoffraudorabuseisoccurring,heorsheshouldreportitimmediatelybycallingthe(800)822-6222,MondaythroughFridaybetween8:00a.m.and5:00p.m.TheBICisapermanentplasticcardissuedonce.Thefrontofthecardcontainsthemember’sIDnumber,name,birthdateandissuedate.Thereversesidecontainsamagneticstripandmember’ssignaturearea.TheBICisNOTaverificationofeligibilitybutDOEScontaintheinformationtoenabletheprovidertoaccesseligibility.Providershavetwomethodsavailabletoverifyeligibilityinformation.Theoptionsare:1.Touch-tonetelephone2.Internetaccess slide slide OPTIONSTOACCESSTHEPOINTOFSERVICE(POS)NETWORKThePOSissetuptoverifyeligibilityandperformShareofCost(SOC)transactions.Thenetworkmaybeaccessedthroughthefollowingways:Touch-toneTelephoneAccessWiththeuseofanassignedPIN,allproviderswithatouch-tonetelephonemayaccesstheMedi-CalAutomatedEligibilityVerificationSystem(AEVS).TheautomatedsystemwillprovideeligibilityandShareofCost(SOC)informationthatiscurrentandup-to-date.PleaserememberotherinformationsuchaspatienthistoryorspecificclaimactivityisavailableonlythroughtheMedi-Caldentalprogram.AEVSisaccessible22hoursaday,7daysaweek.Thetoll-freenumbertoaccessAEVSis(800)456-AEVS(2387).InternetAccessTheMedi-Calwebsiteontheinternetatwww.medi-cal.ca.govallowsproviderstoverifyeligibilityandupdateShareofCostliability.ThissecuresiteisaccessedbyusingthebillingprovidernumberandPINCustomApplicationsProviderswithlargeclaimvolumeandextensivecomputersystemsmayrequirecustomapplicationstoallowtheirsystemtointerfacewiththePOSnetwork.Thetechnicalspecificationstodeveloptheprogramareavailableatnocharge.ThesameeligibilityandSOCinformationwillbeavailabletothoseusingthismethod.ELIGIBILITYVERIFICATIONCONFIRMATION(EVC)Ifthemember’seligibilityhasbeenestablishedforthemonthrequested,anEVCnumberisreceived.Thisnumbershouldberecordedinthepatientrecord.PleaseentertheEVCnumberinthefieldavailableontheTreatmentAuthorizationRequest(TAR)/Claimform,orinBox23ontheNoticeOfAuthorization(NOA). slide slide slide slide slide slide slide slide slide slide slide slide slide slide slide slide slide slide slide slide slide slide slide slide slide slide slide slide slide slide slide slide slide slide slide graphic slide slide slide slide slide slide slide slide slide Medi-Cal DentalEDIElectronicDataInterchange slide slide slide slide slide slide slide slide slide slide slide slide slide slide slide slide slide slide slide slide slide slide Provider Forms•TAR / Claim Form•NOA•RTD•EOB graphic Claims Processing Flow Chart graphic In administering the California Medi-Cal Dental Program, the primary function is to process Claims and Treatment Authorization Requests (TARs) submitted by providers for dental services performed for Medi-Cal members. It is the intent of the Medi-Cal Dental program to process documents as quickly and efficiently as possible. A description of the processing workflow is offered to promote a better understanding of the Medi-Cal Dental program automated claims system. The TAR/Claim form and other related documents have been developed to simplify the billing process. An introductory packet of billing forms is mailed to all newly enrolled providers so they may begin participating in the Medi-Cal Dental program. All billing forms are available from the Medi-Cal Dental forms supplier at no charge to providers.The Medi-Cal Dental Provider Handbook contains detailed, step-by-step instructions for completing each of the Medi-Cal Dental forms. The handbook also provides a handy checklist to help complete treatment forms accurately.All incoming documents are received and sorted by Gainwell Technology. Claims and TARs are separated from other incoming documents and correspondence, and then assigned a Document Control Number (DCN). The DCN is a unique 11-digit number that identifies the treatment form throughout the processing system. By using the DCN, the Medi-Cal Dental program can answer inquiries concerning the status of any treatment form received. graphic THETREATMENTAUTHORIZATIONREQUEST(TAR)/CLAIMFORMTheTAR/ClaimformhasbeendevelopedspecificallyfortheMedi-CalDentalprogram.ProviderscanusethisformtorequestauthorizationoftreatmentundertheMedi-CalDentalprogram,ortosubmitforpaymentofcompleted,datedservices.Ifthereismorethanonedentistordentalhygienistalternativepractice(RDHAP)ataserviceofficebillingunderasingledentist’sprovidernumber,entertheNPIofthedentistorRDHAPwhoperformedtheservice.ThedentalofficemustaccuratelycompletetheformtoinsureproperandexpeditioushandlingbytheMedi-CalDentalprogram.Formsthatareincompleteorinaccuratelyfilledoutmaycausedelaysinprocessingand/orrequestsforadditionalinformation.Pleaseensuretherequiredinformationistypedorprintedclearly.TosubmittheTAR/ClaimformtotheMedi-CalDentalprogram,followthesesteps:1.Checktheformforcompleteness.Signanddatetheformwhereappropriate.2.Usetwoseparateformswhenrequestingpaymentfordatedservicesandpriorauthorizationoftreatmentforotherservices.Thiswillexpeditereimbursementofallowableprocedures.3.WhenusingformsDC-202orDC-209,detachpage2"yellowpage"andretainforthepatient'srecord.IfusingformDC-217,printanadditionallasercopyforthepatient'srecord.4.Ifrequired,includenecessarycopiesorduplicateradiographs/photosbystaplingthemtothecorrespondingform.MoreinformationmaybefoundinSection6:Forms,oftheHandbook.5.Mailthecompletedform(s)inthelargepre-addressedmailingenvelope(DC-206)thatisprovidedtoyoufreeofcharge.Upto10formswithattachmentsmaybemailedinasingledocumentmailingenvelope.6.MailtheTAR/Claimformsto:CaliforniaMedi-CalDentalProgramP.O.Box15610Sacramento,CA95852-0610 graphic Example of a Facility Claim Form graphic When the patient resides in a qualifying facility, the following information is required:1.Facility address2. Facility name and facility phone number 3. Check box 4 or 5 only on the claim regardless of where the patient is being treated4. If treating patients outside of the facility, indicate in box 34 where the patient is actually being treated, i.e., office, hospital graphic TAR/CLAIM FORM HELPFUL HINTS and REMINDERS1.UseonlytheCurrentCDTprocedurecodes.Besuretouseallfourdigitsincludingtheleading“D2.Usethequantitycolumn(field30)whenlistingmultipleprocedureswiththesameprocedurenumber.3.Whensubmittingtheformforpaymentofdatedservices,besuretoincludetherenderingprovidernumberinfield33.4.Signanddatetheform.5.Stapleanynecessaryattachments(e.g.,operativereports,DC-054Formsand/orcopiesofradiographs/photos,etc.)tothebackoftheformwithonestapleintheupperrightorleftcorner.6.Usefield34foranynarrativedocumentation.7.ContinuousTAR/Claimformsandlaserformsarenotpre-imprintedbytheMedi-CalDentalprogram.Entertheprovider'sname,numberandaddressexactlyasitappearsonyourinitialstockofforms.8.Ifdatedservicesaresubmittedonarequestforauthorization,theywillnotbepaiduntiltheauthorizedservicesarepaid.9.TheMedi-Caldentalprogramwillconsiderpaymentfordatedservicesat100%oftheScheduleofMaximumAllowances(SMA)iftheformisreceivedwithinsixmonthsofthedateofservice.Iftheformisreceivedwithinseventoninemonthsofthedateofservice,75%oftheoftheSMAwillbeconsideredforpayment.Iftheclaimisreceivedwithintentotwelvemonthsofthedateofservice,50%oftheSMAwillbeconsideredforpayment.10.REFERTOYOURMEDI-CALDENTALPROVIDERHANDBOOKFORMOREDETAILEDINFORMATIONABOUTSUBMITTINGTHETAR/CLAIMFORM.THENOTICEOFAUTHORIZATION(NOA)FORMTheNOAisacomputer-generatedformwhichtheMedi-CalDentalprogramsendstotheproviderfollowingfinalprocessingofaTAR.TheMedi-CalDentalprogramwillindicateontheNOAwhethertherequestedservicesareallowed,modified,ordisallowed.TheNOAisusedeithertorequestpaymentofauthorizedservicesortorequestareevaluationofmodifiedordeniedservices.TheNOAwillbepre-printedbytheMedi-CalDentalprogramwiththefollowinginformation:•Authorizationperiod(the'From'and'To'date)•Memberinformation•Providerinformation•Proceduresallowed,modified,and/ordisallowed•Allowance•AdjudicationReasonCodes(Alistofadjudicationcodesmaybefoundinsection7oftheMedi-CalDentalhandbook)TheNOAreceivedbythedentalofficeisprintedwiththesameinformationthatwassubmittedontheoriginalTAR.PleasebesuretoverifythattheprintedinformationiscorrectpriortocompletingtheformandreturningittotheMedi-CalDentalprogram.Authorizationsarevalidfor180days.Oncetheserviceshavebeenperformed,completetheappropriateshadedareasontheNOA,signanddate,andsubmitonecopytotheMedi-CalDentalprogramforpayment.Retaintheothercopyforthepatient'srecord.ServicesnotrequiringpriorauthorizationmaybeaddedtotheNOA.However,anyrequiredradiographsand/ordocumentationforthoseproceduresmustbeincluded.TheMedi-CalDentalprogramwillconsiderpaymentof100%oftheScheduleofMaximumAllowances(SMA),forservicesrenderediftheNOAformisreceivedwithinsixmonthsoftheFINALdateofservice.IftheNOAisreceivedwithinseventoninemonthsoftheFINALdateofservice,75%oftheSMAwillbeconsideredforpayment.And,iftheNOAisreceivedwithintentotwelvemonthsoftheFINALdateofservice,50%oftheSMAwillbeconsideredforpayment. graphic REEVALUATION REQUESTReevaluation of a modified or denied treatment plan may be requested. The reevaluation request must be received by the Medi-Cal Dental program on or prior to the expiration date. To request reevaluation, follow these steps:1.Check the box marked “REEVALUATION REQUESTED” in the upper right corner of the NOA. 2.DO NOT SIGN THE NOA. 3.Include new or additional documentation and enclose radiographs as necessary. 4.Return the NOA to:California Medi-Cal Dental ProgramP.O. Box 15609Sacramento, CA 95852-0609After reevaluation, a new NOA will be sent to your office. graphic NOAHELPFUL HINTS/REMINDERS1.Providers must wait until the NOA is received from the Medi-Cal Dental program before providing services that require prior authorization. 2.DO NOT attach a CIF when requesting a reevaluation. 3.Return all upper pages of a multi-page NOA at the same time.4.Include the rendering provider number in field 33 of the NOA. 5.Sign and date the NOA when submitting for payment.6.REMINDER: Authorization does not guarantee payment. Payment is subject to a member’s eligibility. More information can be found in Section 6: Forms of the HandbookEXAMPLE OF NOA slide RESUBMISSIONTURNAROUNDDOCUMENT(RTD)TheRTDisacomputer-generatedformsenttorequestmissingoradditionalinformationneededtocompletelyprocesstheclaim,TARorNOA.TheRTDconsistsoftwosections:Section“A”andSection“B”.Thetopportion“A”oftheRTDindicatestheassociatedDCNandliststheerror(s)foundontheoriginaldocument.Section“A”alsoindicatesthereturnduedate.Theproviderhas45daystorespondtotheRTD.RetainSection“A”fortheofficerecords.Section“B”indicatestheassociatedDCN,liststheerror(s)foundontheoriginaldocumentandprovidesspacetoentertherequestedinformation.1.ToensuretheRTDisproperlyprocessed,followthesesteps:2.SignanddatetheRTD.IftheRTDisreturnedunsigned,therequestedinformationcannotbeusedtoprocesstheoriginalclaim,TARorNOA.3.Returnallpagesofamulti-pageRTDinoneenvelope.4.ReturntheRTDpromptly.IftheRTDisnotreceivedbytheMedi-CalDentalprogram,withinthe45-daytimelimitation,theMedi-CalDentalprogrammustdenytheoriginalclaim,TARorNOA.5.ReturntheRTDto:CaliforniaMedi-CalDentalProgramP.O.Box15609Sacramento,CA95852-0609MoreinformationmaybefoundinSection6:FormsoftheHandbook. graphic THEEXPLANATIONOFBENEFITS(EOB)TheEOBisacomputer-generatedstatementthataccompanieseachMedi-CalDentalpayment.Itlistsallpaid,modifiedanddeniedclaimswhichhavebeenprocessedduringthepaymentcycle,aswellasadjustedclaims,andclaimsandTARswhichhaveremained“inprocess”formorethan18days.TheEOBalsoshowsnon-claims-specifiedinformation,suchaspayable/receivableamounts,andlevydeductions.EOBsarenormallyissuedweekly.FollowingisanexplanationofeachitemshownonthesampleEOB:1.Thememberinformation:Thislineisprecededbyan“B”formemberinformation.2.Claiminformationforthelistedmember:Thislineisprecededbya“C”for“Claim”.3.ProviderNumber:TheNationalProviderIdentifier(NPI)numberthatwasissuedbyNPPEStoaproviderfortheirtypeofbusiness.4.ProviderNameandAddress:Theprovider’snameandbillingaddress.5.CheckNumber:ThenumberofthecheckissuedwiththeEOB.6.Date:ThedatetheEOBwasissued.7.PageNumber:Thepagenumber(s)oftheEOB.8.StatusCodeDefinition:Thelistofeachstatuscodeusedtoidentifyaclaimlineandexplanationofwhateachcodemeans.9.MemberName:Thenameofthemember;lastname,firstnameandmiddleinitial.Eachmemberislistedindividually.10.Medi-CalIDNumber:ThenumberissuedtothememberbyMedi-CalandshownontheBIC(onlythefirstninedigitswillappearontheEOB).11.MemberID:Themember’sIDnumber.12.Sex:Thesexofthemember.13.BirthDate:Themember’sdateofbirth.14.DocumentControlNumber:TheidentifyingnumberassignedtoeachclaimreceivedbytheMedi-CalDentalprogram.15.Tooth Code: The tooth number or letter, arch code or quadrant listed to help identify the procedure(s) reported on the EOB.16.Procedure Code: The code listed on a claim line identifying each service performed. This code may differ from the procedure code submitted on the claim because of modification of the procedure by a Medi-Cal Dental professional or paraprofessional to comply with the criteria manual and successfully process the claim.17.Date of Service: The date the service was performed.18.Status: Identifies the status of each claim line. (See item 8 for a list of status codes and their definitions.)19.Reason Code: Explains why a claim line was either denied, modified, altered or paid at an amount other than billed. 20.Amount Billed: The amount billed for each claim line.21.Allowed Amount: The amount allowed by the Medi-Cal Dental program for each claim line. This amount is the lesser of the billed amount and maximum amount allowed by the SMA.22.Share of Cost: The amount the member paid toward a Share of Cost.23.Other Coverage: The amount paid by Medicare or any other insurance carrier.24.Amount Paid: The total amount paid to a provider after any applicable deductions shown in item 22 and 23.25.Claims Specific: The total amounts of all paid and adjusted claims listed on the EOB.26.Non-Claims Specific: The total payable amounts, levy amounts and receivable amounts listed on the EOB, if applicable. This information is printed on the last page of the EOB.27.Check Amount: The amount of the check that accompanies the EOB. More information may be found in Section 6: Forms, of the Handbook. graphic graphic Provider InquiriesClaim Inquiry Forms graphic THECLAIMINQUIRYFORM(CIF)SubmittingaCIFenablestheMedi-CalDentalprogramtogiveanautomated,fastresponsetoaninquiry.ThedentalofficeshouldusetheCIFfortworeasons:1.Inquire about the status of a TAR or Claima)The Medi-Cal Dental program will respond to a CIF with a Claim Inquiry Response (CIR).2.Request reevaluation of a modified or denied claim or NOA for payment. CIFTRACER:IsusedtorequestthestatusofaclaimorTAR.ProvidersshouldwaitonemonthbeforesubmittingaCIFTracertoallowenoughtimeforthedocumenttobeprocessed.Ifafteronemonth,theclaimorTARhasnotbeenprocessedorhasnotappearedintheDocumentsInProcesssectionoftheEOB,aCIFTracershouldbesubmitted.CLAIMREEVALUATION:IsusedtorequestthereevaluationofamodifiedordeniedclaimorNOA.IfaproviderwishestohaveaprocessedclaimorNOAthathasappearedontheEOBreevaluated,aCIFReevaluationshouldbesubmitted.TheCIFmustbesubmittedwithin6monthsofthedateontheEOB.DONOTre-billonaclaimform.TosubmitaCIFtoDenti-Cal,followthesesteps:1.UseaseparateCIFforeachinquiry.2.CheckonlyoneinquiryreasonboxoneachCIF.3.Completeallapplicableareas.4.Signanddate.5.Attachallrelatedradiographs/photos.6.DONOTUSETHECIFTOREQUESTAFIRSTLEVELAPPEAL.7.Mailto:CaliforniaMedi-CalDentalProgramP.O.Box15609Sacramento,CA95852-0610InquiriesusingtheCIFarelimitedtothosereasonsindicatedontheform.Anyothertypeofinquiryorrequestshouldbehandledbytelephoneorwrittencorrespondence.PriortosubmittingaCIF,pleasecontactthetelephoneservicecenter(TSC)at(800)423-0507withanyinquiries.Allradiographs/photossubmittedwithaCIFmustbestapledtothebackofthecorrespondingCIF.MoreinformationmaybefoundinSection6:FormsoftheHandbook. graphic RESPONSES TO CIF INQUIRIESThe Claim Inquiry Response (CIR)(Claim/TAR Tracer)AfterresolvingyourCIFTracerinquiry,TheMedi-CalDentalprogramwillsendyourofficeacomputer-generatedCIR.TheCIRexplainsthestatusofyourclaimorTAR.Itcontainsthesameinformationastheoriginaldocumentsubmittedbyyourofficeandwillidentifythepatient’sname,Medi-CalIDnumber,dentalrecordnumber(ifapplicable),DCNoftheoriginaldocument,andthedateserviceswerebilled.Themiddlesectionoftheformundertheheading“InResponsetoyourMedi-CalDentalInquiry”containsastatuscodeandaprintedexplanationofthecode.TheExplanationofBenefits(EOB)(ClaimReevaluation)AfterprocessingyourCIFforclaimreevaluation,theresponsewillbeindicatedontheEOBunder“AdjustmentClaims.” graphic Provider Appeals Process First Level AppealsTHEPROVIDERAPPEALSPROCESSAprovidermayrequestaFirstLevelAppealbysubmittingaformalwrittengrievancetotheMedi-CalDentalprogram.SubmissionofaCIFisnotrequiredpriortotheFirstLevelAppeal.TheFirstLevelAppealprocedureisasfollows:1.TheappealmustbesubmittedinwritingtotheMedi-CalDentalprogramwithin90daysoftheactionprecipitatingthecomplaintorgrievance.DonotuseaCIFforthispurpose.2.ThelettermustspecificallyindicatearequestforaFirstLevelAppeal.3.TheappealmustclearlyidentifytheclaimorTARinquestionanddescribethedisputedaction.4.Keepacopyofalldocumentsrelatedtotheappeal.5.theMedi-CalDentalprogramwillacknowledgetheappealrequestwithin21calendardaysofreceipt.6.Directfirstlevelappealsto:CaliforniaMedi-CalDentalProgramAttn:ProviderFirstLevelAppealsPOBox13898Sacramento,CA95853-4898TheMedi-CalDentalstaff(includingprofessionalreviewifnecessary)willreviewtheappealandrespondinwritingifthedenialisupheld.JUDICIALREMEDYAproviderwhoisdissatisfiedwiththeappealdecisionmaythenusethejudicialprocesstoresolvethecomplaint.Incompliancewithsection14104.5oftheWelfareandInstitutionsCode,theprovidermustseek"judicialremedy"NOLATERTHANONEYEARafterreceivingnoticeofthedecision. graphic graphic GLOSSARYBILLING PROVIDER: The dentist who bills or requests authorization for services on the treatment form.TREATMENT AUTHORIZATION REQUEST (TAR)/CLAIM: The State approved universal form used by the provider to request prior authorization of services, and/or the form submitted by the provider to request payment for services performed. CLAIMINQUIRYFORM(CIF):TheformusedbytheproviderfortracingaclaimorTAR,orforrequestingareevaluationoradjustmenttoapreviouslysubmittedclaim.CORRESPONDENCEREFERENCENUMBER(CRN):Anidentifyingnumberassignedtoalltelephonecorrespondence,writtencorrespondenceandCIF’sreceivedbytheMediCalDentalprogram.MEDI-CALDENTAL:TheFee-for-ServiceportionoftheCaliforniaMedi-CalDentalProgram.MEDI-CALDENTALBULLETIN:Apublicationwithinformationregardingprogramupdates,pertinentlegislativeaction,procedureclarifications,andotherimportantitemswhichaffecttheCaliforniaMedi-CalDentalProgram.ThebulletinsmaybeaccessedfromtheMedi-CalDentalwebsite.MEDI-CALDENTALPROVIDERHANDBOOK:AreferenceguideforallprovidersenrolledintheCaliforniaMedi-CalDentalProgram.Itcontainsthecriteriafordentalservices,programbenefits,exclusions,limitations,andinstructionsforcompletingformsusedintheMedi-CalDentalprogram.TheHandbookmaybeaccessedfromtheMedi-CalDentalwebsite.DOCUMENTCONTROLNUMBER(DCN):AnidentifyingnumberassignedtoallbillingdocumentsreceivedbytheMediCalDentalprogram.TheDCNenablestheMedi-CalDentaltotrackthedocumentthroughouttheautomatedprocessingsystem.NOTICEOFAUTHORIZATION(NOA):Acomputer-generatedformsenttotheproviderfollowingfinalprocessingofaTARbytheMedi-CalDentalprogram.WhentheNOAisreturnedtotheMedi-CalDentalbytheprovider,itbecomesaclaimsubmittedforpaymentofservicesrendered.PROVIDER:Individualdentists,dentalgroup,dentalschool,ordentalclinic.RESUBMISSIONTURNAROUNDDOCUMENT(RTD):Acomputer-generatedformwhichtheMedi-CalDentalprogramsendstotheprovidertorequestmissingoradditionalinformationneededtocompleteprocessingofaclaim,TARorNOA.RENDERINGPROVIDER:Thedentistwhoprovidesservicesthatarebilledunderthebillingprovider’snameandbillingprovidernumber.Therenderingprovidermaybethesameas,ordifferentfromthebillingprovider.
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Results Summary:


Number of Pages: 87


Total number of tests requested: 81


Total of Failed statuses: 0


Total of Warning statuses: 0


Total of Passed statuses: 46


Total of User Verify statuses: 4125


Total of Not Applicable statuses: 115


Structural Results


ISO 32000-1:2008


		Serial		Page No.		Element Path		Checkpoint Name		Test Name		Status		Reason		Comments

		1						Document		Valid Document element		Passed		Document element passed.		

		2						Headings		No nested Headings		Passed		Heading tags are not nested inside one another.		

		3						Link Annotations		Link Annotations - Valid Tagging		Passed		All tagged Link annotations are tagged in Link or Reference tags.		

		4						Link Annotations		Link Destination		Passed		All Link destinations are valid		

		5						Links		Includes Link Annotation		Passed		All Link tags contain at least one Link annotation.		

		6						List		Valid Children		Passed		All List elements passed.		

		7						List Item		LI - Valid Parent		Passed		All List Items passed.		

		8						List Item		LBody - Valid Parent		Passed		All LBody elements passed.		

		9						List Item		Lbl - Valid Parent		Passed		All Lbl elements passed.		

		10						Other Annotations		Other Annotations - Valid Tagging		Passed		All Annotations (other than Links and Widgets) are tagged in Annot tags.		

		11						Structural Issues		Alternate Text with no content		Passed		All tags with Alternate, Actual or Expansion Text have content associated with them.		

		12						Structural Issues		Empty Tags		Passed		No empty tags were detected in document.		

		13						Form Annotations		Form Annotations - Valid Tagging		Not Applicable		No Form Annotations were detected in this document.		

		14						RP, RT and RB		RP, RT and RB - Valid Parent		Not Applicable		No RP, RB or RT elements were detected in this document.		

		15						Ruby		Valid Children		Not Applicable		No Ruby elements were detected in this document.		

		16						Table		Valid Children		Not Applicable		No Table elements were detected in this document.		

		17						Table		Regularity		Not Applicable		No tables were detected in this document.		

		18						Table Cells		TD - Valid Parent		Not Applicable		No Table Data Cell or Header Cell elements were detected in this document.		

		19						Table Rows		Parent and children are valid		Not Applicable		No Table Row elements were detected in this document.		

		20						THead, TBody and TFoot		Parent and children are valid		Not Applicable		No THead, TFoot, or TBody elements were detected in this document.		

		21						TOC		Valid Children		Not Applicable		No TOC elements were detected in this document.		

		22						TOCI		Valid Parent and Children		Not Applicable		No TOCI elements were detected in this document.		

		23						Warichu		Warichu		Not Applicable		No Warichu elements were detected in this document.		

		24						WT and WP		WT and WP - Valid Parent		Not Applicable		No WP or WT elements were detected in the document		
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PDF/UA 1.0
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    HHS (2018 regulations)
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    WCAG 2.1 AA


    		Serial		Page No.		Element Path		Checkpoint Name		Test Name		Status		Reason		Comments

		1		3,61,65,66,67,70,77,78,81,83,86		Tags->0->3->0->2,Tags->0->213->0->0,Tags->0->213->46->0,Tags->0->213->337->0,Tags->0->213->351->0,Tags->0->225->0->0,Tags->0->227->0->0,Tags->0->230->0->0,Tags->0->241->0->0,Tags->0->262->0->0,Tags->0->263->0->0,Tags->0->278->0->0,Tags->0->278->43->0,Tags->0->284->0->0,Tags->0->294->0->0		Guideline 1.2 Provide synchronized alternatives for multimedia.		Captions 		Passed		A FileAttachment annotation has been detected. These are not fully supported in this version of CommonLook.		Verification result set by user.

		2						Guideline 1.3 Create content that can be presented in different ways		Lbl - Valid Parent		Passed		All Lbl elements passed.		

		3						Guideline 1.3 Create content that can be presented in different ways		LBody - Valid Parent		Passed		All LBody elements passed.		

		4						Guideline 1.3 Create content that can be presented in different ways		Link Annotations		Passed		All tagged Link annotations are tagged in Link or Reference tags.		

		5						Guideline 1.3 Create content that can be presented in different ways		Links		Passed		All Link tags contain at least one Link annotation.		

		6						Guideline 1.3 Create content that can be presented in different ways		List Item		Passed		All List Items passed.		

		7						Guideline 1.3 Create content that can be presented in different ways		List		Passed		All List elements passed.		

		8						Guideline 1.3 Create content that can be presented in different ways		Other Annotations - Valid Tagging		Passed		All Annotations (other than Links and Widgets) are tagged in Annot tags.		

		9						Guideline 1.3 Create content that can be presented in different ways		Heading Levels		Passed		All Headings are nested correctly		

		10		13,25,76		Tags->0->51,Tags->0->131,Tags->0->261		Guideline 1.3 Create content that can be presented in different ways		ListNumbering		Passed		CommonLook was unable to automatically deduce the ListNumbering from content. 		Verification result set by user.

		11						Guideline 1.3 Create content that can be presented in different ways		Meaningful Sequence		Passed		No Untagged annotations were detected, and no elements have been untagged in this session.		

		12						Guideline 1.3 Create content that can be presented in different ways		Tabs Key		Passed		All pages that contain annotations have tabbing order set to follow the logical structure.		

		13						Guideline 1.3 Create content that can be presented in different ways		Orientation		Passed		Document is tagged and content can be rendered in any orientation.		

		14						Guideline 1.4 Make it easier for users to see and hear content including separating foreground from background.		Reflow		Passed		Document is tagged and content can be rendered in any device size.		

		15						Guideline 1.4 Make it easier for users to see and hear content including separating foreground from background.		Text Spacing		Passed		Document is tagged and content can be rendered by user agents supporting tagged PDFs in any text spacing.		

		16						Guideline 2.1 Make all functionality operable via a keyboard interface		Server-side image maps		Passed		No Server-side image maps were detected in this document (Links with IsMap set to true).		

		17						Guideline 2.4 Provide ways to help users navigate, find content, and determine where they are		Headings defined		Passed		Headings have been defined for this document.		

		18						Guideline 3.2 Make Web pages appear and operate in predictable ways		Change of context		Passed		No actions are triggered when any element receives focus		

		19						Guideline 1.1 Provide text alternatives for all non-text content		Alternative Representation for Formulas		Not Applicable		No Formula tags were detected in this document.		

		20						Guideline 1.1 Provide text alternatives for all non-text content		Alternative Representation for Forms		Not Applicable		No Form Fields were detected in this document.		

		21						Guideline 1.3 Create content that can be presented in different ways		Form Annotations - Valid Tagging		Not Applicable		No Form Annotations were detected in this document.		

		22						Guideline 1.3 Create content that can be presented in different ways		RP, RT and RB - Valid Parent		Not Applicable		No RP, RB or RT elements were detected in this document.		

		23						Guideline 1.3 Create content that can be presented in different ways		Correct Structure - Ruby		Not Applicable		No Ruby elements were detected in this document.		

		24						Guideline 1.3 Create content that can be presented in different ways		Table Cells		Not Applicable		No Table Data Cell or Header Cell elements were detected in this document.		

		25						Guideline 1.3 Create content that can be presented in different ways		THead, TBody and TFoot		Not Applicable		No THead, TFoot, or TBody elements were detected in this document.		

		26						Guideline 1.3 Create content that can be presented in different ways		Table Rows		Not Applicable		No Table Row elements were detected in this document.		

		27						Guideline 1.3 Create content that can be presented in different ways		Table		Not Applicable		No Table elements were detected in this document.		

		28						Guideline 1.3 Create content that can be presented in different ways		Correct Structure - Warichu		Not Applicable		No Warichu elements were detected in this document.		

		29						Guideline 1.3 Create content that can be presented in different ways		Correct Structure - WT and WP		Not Applicable		No WP or WT elements were detected in the document		

		30						Guideline 1.3 Create content that can be presented in different ways		Header Cells		Not Applicable		No tables were detected in this document.		

		31						Guideline 1.3 Create content that can be presented in different ways		Summary attribute		Not Applicable		No Table elements were detected in the document.		

		32						Guideline 1.3 Create content that can be presented in different ways		Scope attribute		Not Applicable		No TH elements were detected in this document.		

		33						Guideline 1.3 Create content that can be presented in different ways		Article Threads		Not Applicable		No Article threads were detected in the document		

		34						Guideline 1.3 Create content that can be presented in different ways		Identify Input Purpose		Not Applicable		No Form Annotations were detected in this document.		

		35						Guideline 1.4 Make it easier for users to see and hear content including separating foreground from background.		Content on Hover or Focus		Not Applicable		No actions found on hover or focus events.		

		36						Guideline 2.1 Make all functionality operable via a keyboard interface		Character Key Shortcuts		Not Applicable		No character key shortcuts detected in this document.		

		37						Guideline 2.2 Provide users enough time to read and use content		Timing Adjustable		Not Applicable		No elements that could require a timed response found in this document.		

		38						Guideline 2.5 Input Modalities		Label in Name		Not Applicable		No Form Annotations were detected in this document.		

		39						Guideline 2.5 Input Modalities		Pointer Cancellation		Not Applicable		No mouse down events detected in this document.		

		40						Guideline 2.5 Input Modalities		Motion Actuation		Not Applicable		No elements requiring device or user motion detected in this document.		

		41				Pages->0		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 1 does not contain header Artifacts.		Verification result set by user.

		42				Pages->1		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 2 does not contain header Artifacts.		Verification result set by user.

		43				Pages->2		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 3 does not contain header Artifacts.		Verification result set by user.

		44				Pages->4		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 5 does not contain header Artifacts.		Verification result set by user.

		45				Pages->6		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 7 does not contain header Artifacts.		Verification result set by user.

		46				Pages->7		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 8 does not contain header Artifacts.		Verification result set by user.

		47				Pages->8		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 9 does not contain header Artifacts.		Verification result set by user.

		48				Pages->9		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 10 does not contain header Artifacts.		Verification result set by user.

		49				Pages->18		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 19 does not contain header Artifacts.		Verification result set by user.

		50				Pages->19		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 20 does not contain header Artifacts.		Verification result set by user.

		51				Pages->20		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 21 does not contain header Artifacts.		Verification result set by user.

		52				Pages->21		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 22 does not contain header Artifacts.		Verification result set by user.

		53				Pages->22		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 23 does not contain header Artifacts.		Verification result set by user.

		54				Pages->23		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 24 does not contain header Artifacts.		Verification result set by user.

		55				Pages->24		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 25 does not contain header Artifacts.		Verification result set by user.

		56				Pages->25		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 26 does not contain header Artifacts.		Verification result set by user.

		57				Pages->26		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 27 does not contain header Artifacts.		Verification result set by user.

		58				Pages->27		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 28 does not contain header Artifacts.		Verification result set by user.

		59				Pages->28		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 29 does not contain header Artifacts.		Verification result set by user.

		60				Pages->29		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 30 does not contain header Artifacts.		Verification result set by user.

		61				Pages->30		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 31 does not contain header Artifacts.		Verification result set by user.

		62				Pages->31		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 32 does not contain header Artifacts.		Verification result set by user.

		63				Pages->32		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 33 does not contain header Artifacts.		Verification result set by user.

		64				Pages->33		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 34 does not contain header Artifacts.		Verification result set by user.

		65				Pages->34		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 35 does not contain header Artifacts.		Verification result set by user.

		66				Pages->35		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 36 does not contain header Artifacts.		Verification result set by user.

		67				Pages->36		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 37 does not contain header Artifacts.		Verification result set by user.

		68				Pages->37		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 38 does not contain header Artifacts.		Verification result set by user.

		69				Pages->38		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 39 does not contain header Artifacts.		Verification result set by user.

		70				Pages->39		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 40 does not contain header Artifacts.		Verification result set by user.

		71				Pages->40		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 41 does not contain header Artifacts.		Verification result set by user.

		72				Pages->41		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 42 does not contain header Artifacts.		Verification result set by user.

		73				Pages->42		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 43 does not contain header Artifacts.		Verification result set by user.

		74				Pages->43		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 44 does not contain header Artifacts.		Verification result set by user.

		75				Pages->44		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 45 does not contain header Artifacts.		Verification result set by user.

		76				Pages->45		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 46 does not contain header Artifacts.		Verification result set by user.

		77				Pages->46		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 47 does not contain header Artifacts.		Verification result set by user.

		78				Pages->47		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 48 does not contain header Artifacts.		Verification result set by user.

		79				Pages->48		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 49 does not contain header Artifacts.		Verification result set by user.

		80				Pages->49		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 50 does not contain header Artifacts.		Verification result set by user.

		81				Pages->50		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 51 does not contain header Artifacts.		Verification result set by user.

		82				Pages->51		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 52 does not contain header Artifacts.		Verification result set by user.

		83				Pages->52		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 53 does not contain header Artifacts.		Verification result set by user.

		84				Pages->53		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 54 does not contain header Artifacts.		Verification result set by user.

		85				Pages->54		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 55 does not contain header Artifacts.		Verification result set by user.

		86				Pages->55		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 56 does not contain header Artifacts.		Verification result set by user.

		87				Pages->56		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 57 does not contain header Artifacts.		Verification result set by user.

		88				Pages->57		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 58 does not contain header Artifacts.		Verification result set by user.

		89				Pages->58		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 59 does not contain header Artifacts.		Verification result set by user.

		90				Pages->59		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 60 does not contain header Artifacts.		Verification result set by user.

		91				Pages->60		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 61 does not contain header Artifacts.		Verification result set by user.

		92				Pages->61		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 62 does not contain header Artifacts.		Verification result set by user.

		93				Pages->62		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 63 does not contain header Artifacts.		Verification result set by user.

		94				Pages->63		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 64 does not contain header Artifacts.		Verification result set by user.

		95				Pages->64		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 65 does not contain header Artifacts.		Verification result set by user.

		96				Pages->65		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 66 does not contain header Artifacts.		Verification result set by user.

		97				Pages->66		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 67 does not contain header Artifacts.		Verification result set by user.

		98				Pages->67		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 68 does not contain header Artifacts.		Verification result set by user.

		99				Pages->68		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 69 does not contain header Artifacts.		Verification result set by user.

		100				Pages->69		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 70 does not contain header Artifacts.		Verification result set by user.

		101				Pages->70		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 71 does not contain header Artifacts.		Verification result set by user.

		102				Pages->71		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 72 does not contain header Artifacts.		Verification result set by user.

		103				Pages->72		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 73 does not contain header Artifacts.		Verification result set by user.

		104				Pages->73		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 74 does not contain header Artifacts.		Verification result set by user.

		105				Pages->74		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 75 does not contain header Artifacts.		Verification result set by user.

		106				Pages->75		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 76 does not contain header Artifacts.		Verification result set by user.

		107				Pages->76		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 77 does not contain header Artifacts.		Verification result set by user.

		108				Pages->77		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 78 does not contain header Artifacts.		Verification result set by user.

		109				Pages->78		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 79 does not contain header Artifacts.		Verification result set by user.

		110				Pages->79		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 80 does not contain header Artifacts.		Verification result set by user.

		111				Pages->80		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 81 does not contain header Artifacts.		Verification result set by user.

		112				Pages->81		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 82 does not contain header Artifacts.		Verification result set by user.

		113				Pages->82		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 83 does not contain header Artifacts.		Verification result set by user.

		114				Pages->83		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 84 does not contain header Artifacts.		Verification result set by user.

		115				Pages->84		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 85 does not contain header Artifacts.		Verification result set by user.

		116				Pages->85		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 86 does not contain header Artifacts.		Verification result set by user.

		117				Pages->86		Guideline 3.2 Make Web pages appear and operate in predictable ways		Header/Footer pagination artifacts		Not Applicable		Page 87 does not contain header Artifacts.		Verification result set by user.

		118						Guideline 3.3 Help users avoid and correct mistakes		Required fields		Not Applicable		No Form Fields were detected in this document.		

		119						Guideline 3.3 Help users avoid and correct mistakes		Form fields value validation		Not Applicable		No form fields that may require validation detected in this document.		

		120						Guideline 4.1 Maximize compatibility with current and future user agents, including assistive technologies		4.1.2 Name, Role, Value		Not Applicable		No user interface components were detected in this document.		

		121						Guideline 4.1 Maximize compatibility with current and future user agents, including assistive technologies		Status Message		Not Applicable		Checkpoint is not applicable in PDF.		

		122		1		Tags->0->2		Guideline 1.1 Provide text alternatives for all non-text content		Alternative Representation for Figures		User Verify		Please verify that Alt of "smile, california" is appropriate for the highlighted element.		Verification result set by user.

		123		3		Tags->0->3		Guideline 1.1 Provide text alternatives for all non-text content		Alternative Representation for Figures		User Verify		Please verify that Alt of "D H C S Medi-Cal Dental" is appropriate for the highlighted element.		Verification result set by user.

		124		4,8,19,20,43,61,62,63,65,66,67,70,71,74,77,78,79,81,83,85,86,21		Tags->0->7,Tags->0->29,Tags->0->99,Tags->0->100,Tags->0->101,Tags->0->102,Tags->0->103,Tags->0->177,Tags->0->213,Tags->0->215,Tags->0->220,Tags->0->225,Tags->0->227,Tags->0->230,Tags->0->241,Tags->0->246,Tags->0->256,Tags->0->262,Tags->0->263,Tags->0->266,Tags->0->278,Tags->0->284,Tags->0->293,Tags->0->294,Tags->0->104->0		Guideline 1.1 Provide text alternatives for all non-text content		Alternative Representation for Figures		User Verify		Please verify that Alt of "graphic" is appropriate for the highlighted element.		Verification result set by user.

		125		5,6,9,10,22,23,24,25,26,28,30,31,32,33,34,35,36,37,38,39,40,41,42,44,45,46,47,48,50,51,52,53,54,55,56,57,58,59,60,72		Tags->0->10,Tags->0->11,Tags->0->15,Tags->0->30,Tags->0->31,Tags->0->32,Tags->0->113,Tags->0->114,Tags->0->115,Tags->0->116,Tags->0->117,Tags->0->128,Tags->0->132,Tags->0->142,Tags->0->143,Tags->0->154,Tags->0->155,Tags->0->156,Tags->0->157,Tags->0->158,Tags->0->159,Tags->0->160,Tags->0->161,Tags->0->162,Tags->0->163,Tags->0->164,Tags->0->165,Tags->0->166,Tags->0->167,Tags->0->168,Tags->0->169,Tags->0->170,Tags->0->171,Tags->0->172,Tags->0->173,Tags->0->174,Tags->0->175,Tags->0->176,Tags->0->178,Tags->0->179,Tags->0->180,Tags->0->181,Tags->0->182,Tags->0->183,Tags->0->184,Tags->0->185,Tags->0->186,Tags->0->189,Tags->0->190,Tags->0->191,Tags->0->192,Tags->0->193,Tags->0->194,Tags->0->195,Tags->0->196,Tags->0->197,Tags->0->198,Tags->0->199,Tags->0->200,Tags->0->201,Tags->0->202,Tags->0->203,Tags->0->204,Tags->0->205,Tags->0->206,Tags->0->207,Tags->0->208,Tags->0->209,Tags->0->210,Tags->0->250		Guideline 1.1 Provide text alternatives for all non-text content		Alternative Representation for Figures		User Verify		Please verify that Alt of "slide" is appropriate for the highlighted element.		Verification result set by user.

		126		7,17,18,24		Tags->0->18->1,Tags->0->20->2,Tags->0->24->2,Tags->0->27->1,Tags->0->86->5,Tags->0->93->2,Tags->0->93->4,Tags->0->119->3,Tags->0->119->6		Guideline 1.1 Provide text alternatives for all non-text content		Alternative Representation for Links		User Verify		Please verify that Alt of "link" is appropriate for the highlighted element.		Verification result set by user.

		127		7,17,18,24		Tags->0->18->1->0,Tags->0->20->2->0,Tags->0->24->2->0,Tags->0->27->1->0,Tags->0->86->5->0,Tags->0->93->2->0,Tags->0->93->4->0,Tags->0->119->3->0,Tags->0->119->6->0		Guideline 1.1 Provide text alternatives for all non-text content		Alternative Representation for Links		User Verify		Please verify that Contents of " link " is appropriate for the highlighted element.		Verification result set by user.

		128		61,65,66,67,70,77,78,81,83,86		Tags->0->213->0->0,Tags->0->213->46->0,Tags->0->213->337->0,Tags->0->213->351->0,Tags->0->225->0->0,Tags->0->227->0->0,Tags->0->230->0->0,Tags->0->241->0->0,Tags->0->262->0->0,Tags->0->263->0->0,Tags->0->278->0->0,Tags->0->278->43->0,Tags->0->284->0->0,Tags->0->294->0->0		Guideline 1.1 Provide text alternatives for all non-text content		Alternative Representation for Other Annotations		User Verify		Please verify that a Contents of "graphic " is appropriate for the highlighted element.		Verification result set by user.

		129		13,25,76		Tags->0->51,Tags->0->131,Tags->0->261		Guideline 1.3 Create content that can be presented in different ways		ListNumbering		User Verify		Please verify that a ListNumbering value of Decimal for the list is appropriate.		Verification result set by user.

		130				Doc		Guideline 1.4 Make it easier for users to see and hear content including separating foreground from background.		Format, layout and color		User Verify		Make sure that no information is conveyed by contrast, color, format or layout, or some combination thereof while the content is not tagged to reflect all meaning conveyed by the use of contrast, color, format or layout, or some combination thereof.		Verification result set by user.

		131				Doc		Guideline 1.4 Make it easier for users to see and hear content including separating foreground from background.		Minimum Contrast		User Verify		Please ensure that the visual presentation of text and images of text has a contrast ratio of at least 4.5:1, except for Large text and images of large-scale text where it should have a contrast ratio of at least 3:1, or incidental content or logos
		Verification result set by user.

		132		86,85,83,81,79,78,77,74,72,71,70,67,66,65,63,61,60,59,58,57,56,55,54,53,52,51,50,48,47,46,45,44,42,41,40,39,38,37,36,35,34,33,32,31,30,28,26,25,24,23,22,21,20,19,10,9,6,5,4,3,1		Tags->0->294->9,Tags->0->293->1,Tags->0->284->2,Tags->0->278->3,Tags->0->278->53,Tags->0->266->1,Tags->0->263->5,Tags->0->262->14,Tags->0->256->1,Tags->0->250->1,Tags->0->246->1,Tags->0->241->5,Tags->0->230->2,Tags->0->230->108,Tags->0->230->122,Tags->0->230->127,Tags->0->230->131,Tags->0->227->2,Tags->0->225->2,Tags->0->220->1,Tags->0->213->63,Tags->0->213->339,Tags->0->209->1,Tags->0->210->1,Tags->0->207->1,Tags->0->208->1,Tags->0->205->1,Tags->0->206->1,Tags->0->203->1,Tags->0->204->1,Tags->0->201->1,Tags->0->202->1,Tags->0->199->1,Tags->0->200->1,Tags->0->197->1,Tags->0->198->1,Tags->0->195->1,Tags->0->196->1,Tags->0->193->1,Tags->0->194->1,Tags->0->191->1,Tags->0->192->1,Tags->0->189->1,Tags->0->190->1,Tags->0->185->1,Tags->0->186->1,Tags->0->183->1,Tags->0->184->1,Tags->0->181->1,Tags->0->182->1,Tags->0->179->1,Tags->0->180->1,Tags->0->178->1,Tags->0->175->1,Tags->0->176->1,Tags->0->173->1,Tags->0->174->1,Tags->0->172->1,Tags->0->170->1,Tags->0->171->1,Tags->0->168->1,Tags->0->169->1,Tags->0->166->1,Tags->0->167->1,Tags->0->164->1,Tags->0->165->1,Tags->0->163->1,Tags->0->161->1,Tags->0->162->1,Tags->0->160->2,Tags->0->158->1,Tags->0->159->1,Tags->0->156->1,Tags->0->157->1,Tags->0->154->1,Tags->0->155->1,Tags->0->142->1,Tags->0->143->1,Tags->0->132->1,Tags->0->128->1,Tags->0->117->1,Tags->0->116->1,Tags->0->113->1,Tags->0->114->1,Tags->0->104->0->1,Tags->0->101->1,Tags->0->102->1,Tags->0->103->2,Tags->0->99->1,Tags->0->100->1,Tags->0->32->1,Tags->0->30->1,Tags->0->31->1,Tags->0->15->1,Tags->0->10->1,Tags->0->11->1,Tags->0->7->1,Tags->0->3->0->0,Tags->0->2->1		Guideline 1.4 Make it easier for users to see and hear content including separating foreground from background.		Images of text - OCR		User Verify		Verify OCR		Verification result set by user.
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		134		3,61,65,66,67,70,77,78,81,83,86		Tags->0->3->0->2,Tags->0->213->0->0,Tags->0->213->46->0,Tags->0->213->337->0,Tags->0->213->351->0,Tags->0->225->0->0,Tags->0->227->0->0,Tags->0->230->0->0,Tags->0->241->0->0,Tags->0->262->0->0,Tags->0->263->0->0,Tags->0->278->0->0,Tags->0->278->43->0,Tags->0->284->0->0,Tags->0->294->0->0		Guideline 2.3 Do not design content in a way that is known to cause seizures		Three Flashes or Below Threshold		User Verify		Verify annotation		Verification result set by user.

		135				Doc		Guideline 2.4 Provide ways to help users navigate, find content, and determine where they are		Outlines (Bookmarks)		User Verify		Number of headings and bookmarks do not match.		Verification result set by user.

		136		16		Tags->0->72		Guideline 2.4 Provide ways to help users navigate, find content, and determine where they are		Outlines (Bookmarks)		User Verify		The heading level for the highlighted heading is 2 , while for the highlighted bookmark is 3. Suspending further validation.		Verification result set by user.

		137				MetaData		Guideline 2.4 Provide ways to help users navigate, find content, and determine where they are		Metadata - Title and Viewer Preferences		User Verify		Please verify that a document title of Medi-Cal Dental Program Training Seminar Packet is appropriate for this document.		Verification result set by user.

		138		3,61,65,66,67,70,77,78,81,83,86		Tags->0->3->0->2,Tags->0->213->0->0,Tags->0->213->46->0,Tags->0->213->337->0,Tags->0->213->351->0,Tags->0->225->0->0,Tags->0->227->0->0,Tags->0->230->0->0,Tags->0->241->0->0,Tags->0->262->0->0,Tags->0->263->0->0,Tags->0->278->0->0,Tags->0->278->43->0,Tags->0->284->0->0,Tags->0->294->0->0		Guideline 2.5 Input Modalities		Pointer Gestures		User Verify		Verify annotation		Verification result set by user.

		139				MetaData		Guideline 3.1 Make text content readable and understandable.		Language specified		User Verify		Please ensure that the specified language (EN-US) is appropriate for the document.		Verification result set by user.







  
Checkpoint Description:


		Checkpoint Name 		Checkpoint Description









OTHER

COVERAGE

SHARE

OF COST

AMOUNT

BILLED

REASON

CODE

STA-

TUS

DATE

OF SERVICE

PROC.

CODE

 TOOTH

 CODE







EXPLANATION OF BENEFITS





DENTI-CAL

CALIFORNIA MEDI-CAL DENTAL PROGRAM

P.O. BOX 15609, SACRAMENTO, CA 95852-0609

CHECK

    No

PROVIDER

     No

    DATE: 06/06/YY    PAGE NO.  3

			of  3









STATUS CODE DEFINITION

P = PAID

D = DENIED

A= ADJUSTED

















 PLEASE CALL (800) 423-0507

FOR ANY QUESTIONS REGARDING THIS DOCUMENT

































MEMBER NAME

MEDI-CAL

I.D. NO.

MEMBER ID

SEX

BIRTH

DATE

AMOUNT

PAID

ALLOWED

 AMOUNT

























































CLAIMS SPECIFIC

NON CLAIMS SPECIFIC

AMOUNT PAID

ADJUSTMENT AMOUNT

PAYABLES AMOUNT

LEVY AMOUNT

A/R AMOUNT

CHECK AMOUNT

















LINES PRECEDED BY “R” CONTAIN MEMBER INFORMATION

LINES PRECEDED BY “C” CONTAIN CLAIM INFORMATION RELATIVE

TO ABOVE MEMBER

00596352

1234567899

Adams, James,  DDS

30 Center Street

Anytown, CA 95814

DOCUMENTS IN-PROCESS

LAST NAME     FIRST NAME      MEDI-CAL ID                 MEMBER ID             DOB             DCN            AMT BILLED   *CODE

----------------------------------------------------------------------------------------------------------------------------------------------------------------------

LAST                  FIRST	99999999D 	         99999999D       mm/dd/yy	YY168108150	 567.00       C	IR

LAST                  FIRST 	99999999D 	         99999999D       mm/dd/yy	YY169103850	 423.00       T	CS

LAST                  FIRST 	99999999A 	         99999999A       mm/dd/yy	YY175100684      112.00       C	IR



	TOTAL DOCUMENTSIN-PROCESS               3                        TOTAL BILLED                 1102.00



                     *	THE FOLLOWING LEGEND HAS BEEN INCLUDED FOR IN-PROCESS STATUS CODES

----------------------------------------------------------------------------------------------------------------------------------------------------------------------

	        C   =   CLAIM        N   =   NOA        T   =   TAR        R   =   TAR REEVALUATION



DV - DATA VALIDATION	         (DOCUMENT IS AWAITING REVIEW OF KEYED DATA AGAINST

		          DOCUMENT INFORMATION)

IR  - INFORMATION REQUIRED           (AN RTD FOR ADDITIONAL INFORMATION OR AN EDI REQUEST

		          FOR XRAYS/ATTACHMENTS WAS SENT TO PROVIDER)

RV - RECIPIENT VERIFICATION           (DOCUMENT IS AWAITING VALIDATION OF RECIPIENT INFO)

PV - PROVIDER VERIFICATION           (DOCUMENT IS AWAITING VALIDATION OF PROVIDER INFO)

PR - PROFESSIONAL REVIEW            (DOCUMENT IS SCHEDULED FOR PROFESSIONAL REVIEW)

CS - CLINICAL SCREENING                (DOCUMENT IS SCHEDULED FOR CLINICAL SCREENING REVIEW)

SR - STATE REVIEW	         (DOCUMENT IS SCHEDULED FOR REVIEW BY STATE STAFF)



+++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++

	THE NEXT SCHEDULED BASIC SEMINAR WILL BE HELD IN ANYTOWN

	ON MM/DD/YY FROM 8:30 AM TO 11:30 AM.  PLEASE CALL (800) 423-0507

	FOR RESERVATIONS

+++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++

	THE NEXT SCHEDULED ADVANCED SEMINAR WILL BE HELD IN ANYTOWN

	ON MM/DD/YY FROM 8:00 AM TO 12:00 PM.  PLEASE CALL (800) 423-0507

	FOR RESERVATIONS

+++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++++

	THE NEXT SCHEDULED WORKSHOP SEMINAR WILL BE HELD IN ANYTOWN

	ON MM/DD/YY FROM 8:30 AM TO 3:30 PM.  PLEASE CALL (800) 423-0507

	FOR RESERVATIONS
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   6. PATIENT ADDRESS

 9.









































MF-O

MAXILLOFACIAL - ORTHODONTIC
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IMPORTANT NOTE:





SIGNATURE

DATE

SIGNATURE OF PROVIDER OR PERSON AUTHORIZED BY PROVIDER TO BIND PROVIDER BY ABOVE SIGNATURE TO

STATEMENTS AND CONDITIONS CONTAINED ON THIS FORM.

 

X







DO NOT WRITE IN THIS AREA

















39.  THIS  IS  TO CERTIFY THAT TO THE BEST OF MY KNOWLEDGE THE  INFORMATION  CONTAINED  ABOVE  AND ANY ATTACHMENTS    

       PROVIDED IS TRUE, ACCURATE,  AND COMPLETE AND  THE  REQUESTED  SERVICES  ARE  NECESSARY  TO  THE HEALTH  OF THE 

       PATIENT.  THE  PROVIDER HAS  READ,  UNDERSTANDS,  AND  AGREES TO  BE  BOUND BY AND COMPLY  WITH THE STATEMENTS 

       AND CONDITIONS CONTAINED ON THE BACK OF THIS FORM.

DC-217 (R 10/19)

   1. PATIENT NAME (LAST,FIRST,M.I.)

  3. SEX

  M       F

4. PATIENT BIRTHDATE

    MO      DAY      YR

5. MEDI-CAL BENEFITS ID NUMBER

7. PATIENT DENTAL RECORD NUMBER

8. REFERRING PROVIDER NPI

CITY, STATE

ZIP CODE

CHECK IF

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES





P.0. BOX 15610

SACRAMENTO. CA 95852-0610

Phone (800) 423-0507 

TREATMENT AUTHORIZATION REQUEST (TAR)/CLAIM

RADIOGRAPHS ATTACHED?

HOW MANY?_____________

 11.                                     CHECK IF



           ACCIDENT/INJURY?

 

       EMPLOYMENT RELATED?

 13.                                                    CHECK IF

        OTHER DENTAL COVERAGE:       

 14.                                                    

        MEDICARE DENTAL COVERAGE:       

 15. RETROACTIVE ELIGIBILITY?  

(EXPLAIN IN COMMENTS SECTION)

       (SEE PROVIDER HANDBOOK)                                              

 16.                   CHDP                        CHECK IF

                   CHILD HEALTH AND

             DISABILITY PREVENTION?

 17.                   CCS                       

        CALIFORNIA CHILDREN SERVICES?

 18.                            MF-O                   

        MAXILLOFACIAL - ORTHODONTIC

                          SERVICES? 

 10. 

   OTHER ATTACHMENTS?

12.  

      ELIGIBILITY PENDING?

 (SEE PROVIDER HANDBOOK)

 19. BILLING PROVIDER NAME (LAST,FIRST,M.I.)                           20. BILLING PROVIDER NPI 

 21. MAILING ADDRESS 				                                                        TELEPHONE NUMBER

CITY, STATE 			                                                                                                ZIP CODE

  22.  PLACE OF SERVICE			    HOSPITAL        HOSPITAL                                   OTHER

     OFFICE         HOME         CLINIC          SNF        ICF           IN-PATIENT    OUT -PATIENT                         (PLEASE SPECIFY)



    1            2            3            4        5              6                 7                8

BIC Issue Date: ________________



EVC #: _______________________

EXAMINATION AND TREATMENT

  26. 

  TOOTH#/LTR.

  ARCH.QUAD

27. 

 SURFACES

 28.                                        DESCRIPTION OF SERVICE

  	(INCLUDING X-RAYS, PROPHYLAXIS, MATERIAL USED, ETC.)		

  29.   

     DATE SERVICE

      PERFORMED

  30.   

   QUANTITY

  31.   

     PROCEDURE 

         NUMBER

  32.   

           FEE

  33.   

           RENDERING

         PROVIDER NPI

34.  COMMENTS

 35.  

      TOTAL FEE     

        CHARGED

 36. PATIENT 

   SHARE-OF-COST

          AMOUNT

 37. OTHER    

      COVERAGE

         AMOUNT

 38. 

     DATE BILLED

Last,  First                                                           x            mm    dd    yy       99999999999999

Address



Address                                                                    00000

X

9

X

Adams, James     DDS                          1234567891

Anytown, CA                                                   95814

 U                       Partial Denture – Resin Base 	D5211     400.00         

 L	Partial Denture – Resin Base	D5212     400.00

All other treatment has been completed

See attached DC-054 form

800.00

MM DD YY

Mary Smith            MM DD YY

X

                                          IMPORTANT NOTICE:

 In order to process your TAR/Claim an X-ray envelope containing your

 radiographs, if applicable, MUST be attached  to this form.  







Now let’s look at how to complete a TAR



	-  TARs have ‘Priority’ over claims , & TARs are processed within 15 days of 	receipt…. 



	-  Top filled out same as claim……we’ll move to….



	-  TX section:

		1. May bill for dated services, however, no payment will be made till doc. 		Comes back in as NOA. ‘Cash-flow’ 



		2.  May include full TX plan (proc’s that do not require P/Auth) – but must 		adhere to guidelines & wait before providing that TX.



		3.  Better to indicate TX plan in Comments ‘Bx 34’ 



		4.  Bx 34 - also include any additional doc. pertinent to this TAR



		5.  Be sure to Sign form
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P.O. BOX 15610

SACRAMENTO, CALIFORNIA 95852-0610

Phone 800-423-0507

TREATMENT AUTHORIZATION REQUEST (TAR) / CLAIM

 3.SEX

M       F

4.PATIENT BIRTHDATE

MO          DAY           YR

 5. MEDI-CAL BENEFITS ID NUMBER





 7. PATIENT DENTAL RECORD NUMBER





ZIP CODE

  8. REFERRING PROVIDER NPI



1.PATIENT NAME (LAST, FIRST,M.I.)

   6.PATIENT ADDRESS

   CITY, STATE

   9.



YES

CHECK  IF

RADIOGRAPHS ATTACHED?

 HOW MANY?_____________





YES



11.

      ACCIDENT/INJURY?



EMPLOYMENT RELATED?







CHECK  IF

YES

YES



YES







13.

     OTHER DENTAL COVERAGE?

14.

      MEDICARE DENTAL COVERAGE?

15. RETROACTIVE ELIGIBILITY?

 (EXPLAIN IN COMMENTS SECTION)

      (SEE PROVIDER HANDBOOK)







YES

YES

YES













16.

17.

18.

CHDP

CHILD HEALTH AND

DISABILITY PREVENTION?

ccs

CALIFORNIA CHILDREN SERVICES?

MF-O

MAXILLOFACIAL - ORTHODONTIC

                  SERVICES?

YES

YES

YES











  19. BILLING PROVIDER NAME (LAST,FIRST,M.I.)

20. BILLING PROVIDER NPI

   21. MAILING ADDRESS  

         TELEPHONE NUMBER



(      )

   CITY, STATE 

ZIP CODE

  22. PLACE OF SERVICE

    OFFICE       HOME          CLINIC          SNF          ICF        

  HOSPITAL

 IN-PATIENT

   HOSPITAL 

OUT-PATIENT

OTHER

(PLEASE SPECIFY)





EXAMINATION AND TREATMENT















26.

TOOTH#/LTR,

ARCH,QUAD

28.

32.

    FEE

33.

  RENDERING

PROVIDER NPI

CHECK  IF

CHECK  IF

































1

3

4

5

6

7

8

9

10

2



34.  COMMENTS











TOTAL FEE

CHARGED

36.

37.

38.

  DATE

BILLED

IMPORTANT NOTE:

                                          IMPORTANT NOTICE:

 In order to process your TAR/Claim an X-ray envelope containing your

 radiographs, if applicable, MUST be attached  to this form.  





SIGNATURE

DATE

SIGNATURE OF PROVIDER OR PERSON AUTHORIZED BY PROVIDER TO BIND PROVIDER BY ABOVE SIGNATURE TO

STATEMENTS AND CONDITIONS CONTAINED ON THIS FORM.

 

X









DO NOT WRITE IN THIS AREA

MF-O

MAXILLOFACIAL - ORTHODONTIC

SERVICES?

12.

         ELIGIBILITY PENDING?

    (SEE PROVIDER HANDBOOK)

10.



    OTHER ATTACHMENTS?















BIC Issue Date:     mm/dd/yy



EVC #:           123456789A1

1         2          3         4      5          6              7             8 



DESCRIPTION OF SERVICE

(INCLUDING X-RAYS, PROPHYLAXIS, MATERIALS USED, ETC.)

27.

SURFACES

30.

 QUANTITY

31.

PROCEDURE

   NUMBER

29.

  DATE SERVICE

    PERFORMED

       PATIENT

SHARE- OF- COST

       AMOUNT

35.

39.  THIS  IS  TO CERTIFY THAT TO THE BEST OF MY KNOWLEDGE THE  INFORMATION  CONTAINED  ABOVE  AND ANY ATTACHMENTS    

       ROVIDED IS TRUE, ACCURATE,  AND COMPLETE AND  THE  REQUESTED  SERVICES  ARE  NECESSARY  TO  THE HEALTH  OF THE 

       PATIENT.  THE  PROVIDER HAS  READ,  UNDERSTANDS,  AND  AGREES TO  BE  BOUND BY AND COMPLY  WITH THE STATEMENTS 

       AND CONDITIONS CONTAINED ON THE BACK OF THIS FORM.

       OTHER    

   COVERAGE

      AMOUNT

Last,  First                                                           x            mm    dd   yy         99999999999999

Address



Address                                                                                    00000 

ADAMS, JENN    DDS                                  1234567891



30 CENTER STREET                     (xxx) xxx-xxxx





ANYTOWN, 	CA		   95814  

      Mary Smith            MM DD YY

       			      Prophy					                       	                    MM DD YY              D1110        85.00   9912345678 	

85.00

MM DD YY





DC-217 (R 10/19)











image1.png




















EXPLANATION OF BENEFITS





DENTI-CAL

CALIFORNIA MEDI-CAL DENTAL PROGRAM

P.O. BOX 15609, SACRAMENTO, CA 95852-0609





CHECK





    No





PROVIDER





     No





STATUS CODE DEFINITION

P = PAID

D = DENIED

A= ADJUSTED





 PLEASE CALL (800) 423-0507





FOR ANY QUESTIONS REGARDING THIS DOCUMENT





MEMBER NAME





MEDI-CAL

  I.D. NO.





SEX

















































  

ADJUDICATED CLAIMS









































CLAIMS SPECIFIC





NON CLAIMS SPECIFIC





AMOUNT PAID









PAYABLES AMOUNT





LEVY AMOUNT





A/R AMOUNT





CHECK AMOUNT





LINES PRECEDED BY “B” CONTAIN MEMBER INFORMATION





LINES PRECEDED BY “C” CONTAIN CLAIM INFORMATION RELATIVE

TO ABOVE MEMBER





1234567899





00596352





Adams, James, DDS

30 Center Street

Anytown, CA 95814





B     LAST 

       

 FIRST

      99999999D                      99999999D                M            mm/dd/yy

C  YY163108181        D0150

0601YY   P

                     25.00            25.00

       25.00 

C

          D0274

0601YY   P

                     30.00            18.00                                                    18.00

C

           D0230

0601YY    P

                     30.00            18.00

       18.00





C

D1120

0601YY





 D       R019       

 

   47.00    

 

           .00                                                        .00

C                                D1110

 0601YY    P       S019      

 

     47.00            40.00                                              

 

        40.00





CLAIM TOTAL                                                       

  

     132.00

       101.00 

       

                                            101.00





 

**TOTAL ADJUDICATED CLAIMS                           

 

 

    132.00          101.00                                                   

 

     101.00





ADJUSTMENT CLAIMS





B      LAST        FIRST

      99999999D                     99999999D                F             mm/dd/yy





C # 30:  NEW OR ADDITIONAL DOCUMENTATION SUBMITTED

C  YY168101357  15   D7210

0610YY   A        266B      -  95.00          -     .00              

  -     .00

C

     14   D2140

0610YY   A                       -  50.00          - 39.00                                              - 39.00

C

     13   D2140 

0610YY   A                       -  50.00          - 39.00                                              - 39.00

        CLAIM TOTAL                                                             - 195.00         - 78.00                                              - 78.00

B     LAST         FIRST  

           

   99999999D                     99999999D                 F             mm/dd/yy

C # 30:  NEW OR ADDITIONAL DOCUMENTATION SUBMITTED

C  YY168101357  15   D7210

0610YY   P                          95.00              85.00                                                85.00

C

     14   D2140

0610YY   P                          50.00              39.00                                                39.00

C

     13   D2140 

0610YY   P                          50.00              39.00                                                39.00

        CLAIM TOTAL                                                              195.00            163.00                                              163.00

      *TOTAL ADJUSTED CLAIMS                                            00.00              85.00                                                85.00

     **PROVIDER CLAIMS TOTAL                                

  

    

 

   132.00       

 

     186.00                                              186.00





     101.00                         85.00                                                                                                                                    186.00





     DATE:  06/06/YY      PAGE NO.  3

          of  3

1





2





3





4





5





6





7





8





9





10





11





12





13





14





15





16





17





18





19





20





  21





22





23





24





25





26





27

















































































































B





C

STA-

TUS

DATE

OF SERVICE

PROC.

CODE

 TOOTH

 CODE

DOCUMENT

CONTROL NO.

AMOUNT

PAID

OTHER

COVERAGE

SHARE

OF COST

ALLOWED

 AMOUNT

AMOUNT

BILLED

REASON

CODE

MEMBER ID

BIRTH

DATE

ADJUSTMENT AMOUNT




















   6. PATIENT ADDRESS

 9.









































MF-O

MAXILLOFACIAL - ORTHODONTIC

                  SERVICES?



























































1

3

4

5

6

7

8

9

10

2













                                          IMPORTANT NOTICE:

 In order to process your TAR/Claim an X-ray envelope containing your

 radiographs, if applicable, MUST be attached  to this form.  







SIGNATURE

DATE

SIGNATURE OF PROVIDER OR PERSON AUTHORIZED BY PROVIDER TO BIND PROVIDER BY ABOVE SIGNATURE TO

STATEMENTS AND CONDITIONS CONTAINED ON THIS FORM.

 

X







DO NOT WRITE IN THIS AREA

















39.  THIS  IS  TO CERTIFY THAT TO THE BEST OF MY KNOWLEDGE THE  INFORMATION  CONTAINED  ABOVE  AND ANY ATTACHMENTS    

       PROVIDED IS TRUE, ACCURATE,  AND COMPLETE AND  THE  REQUESTED  SERVICES  ARE  NECESSARY  TO  THE HEALTH  OF THE 

       PATIENT.  THE  PROVIDER HAS  READ,  UNDERSTANDS,  AND  AGREES TO  BE  BOUND BY AND COMPLY  WITH THE STATEMENTS 

       AND CONDITIONS CONTAINED ON THE BACK OF THIS FORM.

DC-217 (R 10/19)

   1. PATIENT NAME (LAST,FIRST,M.I.)

  3. SEX

  M       F

4. PATIENT BIRTHDATE

    MO      DAY      YR

5. MEDI-CAL BENEFITS ID NUMBER

7. PATIENT DENTAL RECORD NUMBER

8. REFERRING PROVIDER NPI

CITY, STATE

ZIP CODE

CHECK IF

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES





P.0. BOX 15610

SACRAMENTO. CA 95852-0610

Phone (800) 423-0507 

TREATMENT AUTHORIZATION REQUEST (TAR)/CLAIM

RADIOGRAPHS ATTACHED?

HOW MANY?_____________

 11.                                     CHECK IF



           ACCIDENT/INJURY?

 

       EMPLOYMENT RELATED?

 13.                                                    CHECK IF

        OTHER DENTAL COVERAGE:       

 14.                                                    

        MEDICARE DENTAL COVERAGE:       

 15. RETROACTIVE ELIGIBILITY?  

(EXPLAIN IN COMMENTS SECTION)

     (SEE PROVIDER HANDBOOK)                                              

 16.                   CHDP                        CHECK IF

                   CHILD HEALTH AND

             DISABILITY PREVENTION?

 17.                   CCS                       

        CALIFORNIA CHILDREN SERVICES?

 18.                            MF-O                   

        MAXILLOFACIAL - ORTHODONTIC

                          SERVICES? 

 10. 

   OTHER ATTACHMENTS?

12.  

      ELIGIBILITY PENDING?

 (SEE PROVIDER HANDBOOK)

 19. BILLING PROVIDER NAME (LAST,FIRST,M.I.)                           20. BILLING PROVIDER NPI 

 21. MAILING ADDRESS 				                                                        TELEPHONE NUMBER

CITY, STATE 			                                                                                                ZIP CODE

  22.  PLACE OF SERVICE			    HOSPITAL        HOSPITAL                                   OTHER

     OFFICE         HOME         CLINIC          SNF        ICF           IN-PATIENT    OUT -PATIENT                         (PLEASE SPECIFY)



    1            2            3            4        5              6                 7                8

BIC Issue Date: ________________



EVC #: _______________________

EXAMINATION AND TREATMENT

  26. 

  TOOTH#/LTR.

  ARCH.QUAD

27. 

  SURFACES

 28.                                        DESCRIPTION OF SERVICE

  	(INCLUDING X-RAYS, PROPHYLAXIS, MATERIAL USED, ETC.)		

  29.   

     DATE SERVICE

      PERFORMED

  30.   

   QUANTITY

  31.   

     PROCEDURE 

         NUMBER

  32.   

           FEE

  33.   

           RENDERING

         PROVIDER NPI

34.  COMMENTS

 35.  

      TOTAL FEE     

        CHARGED

 36. PATIENT 

   SHARE-OF-COST

          AMOUNT

 37. OTHER    

      COVERAGE

         AMOUNT

 38. 

     DATE BILLED

Last,  First                                                            x            mm    dd   yy           99999999999999

Address



Address                                                                                    00000 

409.00

MM DD YY 

X

3

X

       			      Exam	                       		                                    MM DD YY               D0150          25.00  9912345678

	    	      4 Bitewings										           MM DD YY                D0274          20.00  9912345678

  		   	      Additional PA’s										     MM DD YY          6	  D0230          24.00  9912345678

  8     MIF		 Composite							  					     MM DD YY	            D2332	      150.00  9912345678

  5     MOD        Amalgam							  						MM DD YY	            D2160 		   65.00  9912345678

16			      Extraction													MM DD YY			  D7140 	      125.00  9912345678 

	

ADAMS, JAMES    DDS                    1234567891



30 CENTER STREET                     (xxx) xxx-xxxx





ANYTOWN, 	CA		   95814  







	                                                 Claim / TAR Form  (Moving from  ‘LEFT to RIGHT’ …go thru all boxes…)

		        			

					BOX  1-5 =The most important info. =  Pt. info. (go thru each Box.) 

					1=LAST name, First name  

					3= sex 

		         			4= B/date= mo/day/yr 

					5= the 14 digit# from the pt’s BIC	 	          								Bx 6 – P.t. address (always use most current)

					Bx 7 & 8 - Optional       Bx 9 – X-rays       Bx 10 –Attachments

		          			Bx 11 –In the case of an auto acc./job related injury, the Beneficiary 							should use this coverage 1st.  (D/Cal would be 2nd coverage) 

		          			Bx 12  / Elig. Pending = f/P/Auth only - D/C can’t pay for services  until elig. is 						established! 





Bx 13 / ‘O/Cov.’  D/Cal is always secondary carrier.   (attach EOB to claim)

Bx 14 / Medicare = M/Care covers some dental procedures - usually  SX proc’s 

	- Dentist must be enrolled w/Medicare to receive payment from Medicare

	- Prov’s must bill M/Care 1st & attach the ‘E.O.M.B.’ they receive to the D/Cal claim form

Box 15 / Retro. Elig. =  Indicate the ‘date’ the pt. identified themselves as a ‘M/Cal pt.’ in box 34.  

Box 16 - CHDP Gateway  - To age 19 - These bene's w/be issued F/Scope Medi-Cal elig. for 2 months while they complete p/work to determine if they qualify for M/Cal or H/Families. 

Box 17 / CCS =  Underwent major changes effective 7/1/04.  All CCS providers must be enrolled in the D/Cal program.  All guidelines, policies & procedures for the D/Cal program will apply to the CCS program.  This program is to age 21. 

Box 18 / MF-O = All services must be P/Auth’d except for emergencies / MF = Major SX procedures / O (Ortho Program)= D/Cal program also covers ‘Medically Necessary’ Orthodontia. Ortho Prog. is to age 21.

Provider Information 

- The forms come with the Prov. Name & address pre-imprinted with the  info.‘D/Cal’ has on file for your office.  

- Any chgs. to this info. must be made in writhing, & must be submitted to the ‘Enrollment Dept”. 

Bx 19= Name of practice   Bx 20= D/Cal provider # for practice   Bx 21= Office address   Bx 22 =POS 



TX Section

Bx 26= Tooth / Code /  Bx 27= T/surfaces 

Bx 28= Description of service – Use ‘standardized’ abbreviations if using

Bx 29= DOS = Use 8 digits  /   Bx 30= Quantity Bx / Bx 31=For dates of service on or after 3/1/08, Use ONLY the CDT-4 procedure codes.   Bx 32= Use your UCR fees  



BOX 33 = 

- The Rendering Provider field (Box 33) should always include a Rendering Provider #, whether  your practice is an “Individual” or “Group” practice.

- This is the ‘personal’ NPI # for the doctor that actually provided that service (on each CSL) to the patient. 

- Remember that even Rendering Providers MUST be enrolled in the Denti-Cal program  BEFORE they start treating Denti-Cal patients



BOX 34 = Comments Box – include any doc. Pertinent to claim  Bx 35= Total / Bx 36 =SOC amt. incurred (if applies)   Bx 37= Amt O/C paid (attach EOB from other carrier)   Bx 38= Date billed  



BOX 39 = Signature Box forms must be signed - No Copies or Rubber Stamps / ‘Live Sign.’/Anyone authorized by Dr. may sign / ‘Sign your name’)



BILLING LIMITATIONS

-You have 1 year to bill D/Cal.  However, you must bill within 6 mo’s to receive  100% payment of Denti-Cal’s SMA.  If you bill w/in  7 -  9 mo’s = 75%, & if you bill w/in 10 - 12 mo’s = 50% 	

- Payment is based on ‘last day of month’ in which services were performed (per CSL)



image1.png












EXPLANATION OF BENEFITS





DENTI-CAL

CALIFORNIA MEDI-CAL DENTAL PROGRAM

P.O. BOX 15609, SACRAMENTO, CA 95852-0609

CHECK

    No

PROVIDER

     No

     DATE:

PAGE NO.









STATUS CODE DEFINITION

P = PAID

D = DENIED

A= ADJUSTED











 PLEASE CALL (800) 423-0507

FOR ANY QUESTIONS REGARDING THIS DOCUMENT































BENEFICIARY NAME

MEDI-CAL

I.D. NO.

  ADJUDICATED CLAIMS





































































CLAIMS SPECIFIC

NON CLAIMS SPECIFIC































1234567891







00596352

08/15/13                      1

of  3

Adams, James, DDS

30 Center Street

Anytown, CA 95814

















CLAIM TOTAL                                              132.00       101.00	                                    101.00

 **TOTAL  ADJUDICATED CLAIMS                 132.00       101.00                                       101.00

ADJUSTMENT CLAIMS



     101.00                 85.00                                                                                             186.00

B

C

LINES PRECEDED BY “B” CONTAIN BENEFICIARY INFORMATION

LINES PRECEDED BY “C” CONTAIN CLAIM INFORMATION RELATIVE

TO ABOVE BENEFICIARY

BENE ID

SEX

BIRTH

DATE

AMOUNT

PAID

OTHER

COVERAGE

SHARE

OF COST

ALLOWED

 AMOUNT

AMOUNT

BILLED

REASON

CODE

STA-

TUS

DATE

OF SERVICE

PROC.

CODE

 TOOTH

 CODE

DOCUMENT

CONTROL NO.

A/R AMOUNT

LEVY AMOUNT

ADJUSTMENT AMOUNT

AMOUNT PAID

PAYABLES AMOUNT

B  LAST     FIRST		       99999999D           99999999D         M         mm/dd/yy

C 13163108181   D0150	06/01/13   P	                  25.00         25.00                                         25.00 

C	        D0274	06/01/13   P	                  30.00         18.00                                         18.00

C	        D0230	06/01/13   P	                  30.00         18.00                                         18.00

C                          D1110	06/01/13   P     S019      47.00         40.00                                         40.00

C                          D1120	06/01/13   D     R019      47.00            .00                                             .00

B  LAST     FIRST	                                  99999999D                   99999999D              F             mm/dd/yy





C # 30:  NEW OR ADDITIONAL DOCUMENTATION SUBMITTED 

C 13168101357   15    D7210	06/10/13     A       266B     -  95.00            -     .00              	                            -     .00

C                          14    D2140	06/10/13     A                     -  50.00            - 39.00                                                  - 39.00

C	    13    D2140 	06/10/13     A                     -  50.00            - 39.00                                                  - 39.00



        CLAIM TOTAL                                                            -195.00            - 78.00                                                  - 78.00



B  LAST     FIRST                                                      99999999D                    99999999D              F             mm/dd/yy

C # 30:  NEW OR ADDITIONAL DOCUMENTATION SUBMITTED

C 13168101357   15    D7210    06/10/13    P                        95.00                85.00                                                    85.00

C	    14    D2140   06/10/13     P                        50.00                39.00                                                    39.00

C	    13    D2140   06/10/13     P                        50.00                39.00                                                    39.00



        CLAIM TOTAL                                                             195.00              163.00                                                  163.00

      

       *TOTAL ADJUSTED CLAIMS                                            .00               85.00                                                    85.00



     **PROVIDER CLAIMS TOTAL                                       132.00             186.00                                                   186.00 





Explanation of Benefits (EOB)  



(moving from left to right… go over info.)



1.  Provider info. 

2.  Check #

3.  EOB ‘date’  Very important! for CIF’s  (we’ll go over CIF’s next)

4.  Page #’s of EOB

5.  Status Code Definition

6.  Adjudicated Claims area = Recipient/Patient Info. / DCN / Proc. Codes / Status Codes / Explain ‘R & S’

7.  The ‘Adjustment Claims’ section will be discussed in a few minutes…….






                           

                     

                       

                        P.O. BOX 15609

                        SACRAMENTO, CALIFORNIA 95852-06009

                        Phone 800-423-0507



RESUBMISSION TURNAROUND DOCUMENT







CLAIM

TAR

NOA

IMPORTANT: LISTED IN SECTION “ A” ARE ERROR(S) FOUND ON THE  CLAIM/TAR/NOA.  TO FACILITATE PROCESSING, TYPE OR PRINT THE CORRECT INFORMATION 

IN  THE CORRESPONDING ITEM IN  SECTION  “B”.   SIGN AND DATE FORM AND RETURN SECTION  “B”  (BOTTOM PORTION) TO DENTI-CAL.    PLEASE RESPOND

PROMPTLY, AS PROCESSING CANNOT BE ACCOMPLISHED UNLESS CORRECTIONS ARE RECEIVED BY THE DUE DATE INDICATED.    FAILURE TO RESPOND WITHIN

THE TIME LIMITATION WILL RESULT IN DENIAL OF SERVICES.    IF YOU HAVE ANY QUESTIONS CALL  800-423-0507  FOR ASSISTANCE OR REFER TO YOUR

PROVIDER HANDBOOK FOR FURTHER INFORMATION.





































































































































































































NOTICE

PAGE     PAGES

OF

RTD ISSUE DATE

RTD DUE DATE

DOCUMENT

CONTROL NO.

AMOUNT

BILLED

BEGINNING

DATE OF SERVICE

PATIENT DENTAL

RECORD NO.

PATIENT MEDI-CAL

I.D. NUMBER

PATIENT NAME

  ITEM

INFORMATION 

BLOCK

  CLAIM

  FIELD

  NO.

 CLAIM

   LINE

SUBMITTED

INFORMATION

  ERROR

   CODE

ERROR DESCRIPTION

      RETAIN THIS PORTION

DETACH ALONG THIS PERFORATION

DOCUMENT CONTROL NUMBER * FOR DENTI-CAL USE ONLY

BILLING PROVIDER NAME

MEDI-CAL PROVIDER NUMBER

PATIENT NAME

PATIENT MEDI-CAL I.D. NUMBER

This is to certify that the corrected information is true, accurate and

complete and that the provider has read, understands, and agrees to be

bound by and comply with the statements and conditions contained on

the back of the form.





X

SIGNATURE

DATE

Signature of provider or person authorized by provider to bind provider

by above signature to statements and conditions contained on this form.

IF REQUESTED AFFIX P.O.E. LABEL(S) IN THIS SPACE.  THIS

SPACE MAY BE USED FOR COMMENTS.

DENTI-CAL USE ONLY

DCN

SUBMITTED INFORMATION







  CLAIM

   TYPE

PAGE

PAGES

  OF

    CLAIM

 FIELD NO.

CLAIM

  LINE

ERROR

 CODE

CORRECTED INFORMATION MUST BE

ENTERED ON THE SAME LINE AS THE

ERROR SHOWN IN SECTION “A”.

CORRECT INFORMATION

RETURN THIS PORTION TO:   DENTI-CAL  P.O. BOX 15609, SACRAMENTO, CA 95852-0609

BILLING PROVIDER NAME

MAILING ADDRESS

CITY, STATE, ZIP CODE

MEDI-CAL PROVIDER NO.

01     01

  PROCEDURE

        CODE

A

B







10

Resubmission Turnaround Document (RTD)



   =  A computer generated form issued to you when  pertinent  

       info. is missing from your Claim / TAR /NOA



- Let’s look at an example of why you might receive an  

  RTD………



image1.png
























NOTE:         AUTHORIZATION   DOES  NOT  GUARANTEE    PAYMENT.

PAYMENT IS SUBJECT TO BENEFICIARY’S ELIGIBILITY AT THE TIME SERVICE IS RENDERED.



NOTICE OF AUTHORIZATION

FROM:

TO:

PAGE_____OF_____









SIGN ONE COPY AND SEND IT TO DENTI-CAL – RETAIN THE OTHER FOR YOUR RECORDS.  



































SIGNATURE OF PROVIDER OR PERSON AUTHORIZED BY PROVIDER TO  BIND PROVIDER BY ABOVE SIGNATURE TO STATEMENTS AND CONDITIONS CONTAINED ON THIS FORM.

TREATMENT COMPLETED – PAYMENT REQUESTED

THIS IS TO CERTIFY THAT THE INFORMATION CONTAINED ABOVE AND ANY  ATTACHMENTS PROVIDED  IS TRUE, ACCURATE, AND COMPLETE AND THAT THE PROVIDER HAS READ,       UNDERSTANDS,  AND AGREES TO BE BOUND BY AND COMPLY WITH THE STATEMENTS AND CONDITIONS  CONTAINED ON  THE BACK OF THIS FORM.

39.





X



NOTICE OF AUTHORIZATION

34. COMMENTS















P.O. BOX 15609

SACRAMENTO, CALIFORNIA 95852-0609

Phone 800- 423- 0507





















































1. BENEFICIARY NAME (LAST, FRIST, M.I.)

9.

   RADIOGRAPHS ATTACHED?



     HOW MANY? _________

10. 

       OTHER ATTACHMENTS?

  41.

      DELETE

5. BENEFICIARY MEDI-CAL I.D. NO.

 

4. BENEFICIARY BIRTHDATE

       MO          DAY            YR

3. SEX

M    F

7. BENEFICIARY DENTAL RECORD NO. 

23.

16.   CHDP

13.   OTHER DENTAL COVERAGE?

11.

       ACCIDENT / INJURY?



    EMPLOYMENT RELATED?

27.

SUR-

FACES

28.

        TOOTH

        NO OR

       LETTER

        ARCH

43. ADJ.

REASON

  CODE

42.

 ALLOWANCE

32.

       FEE

33.  RENDERING

      PROVIDER NO.

31. PROCEDURE

           NUMBER

30.

QTY

29.    DATE

       SERVICE 

    PERFORMED

44. DATE PROSTHESIS

        ORDERED

35.       TOTAL FEE

             CHARGED

46.          TOTAL

         ALLOWANCE

36.    BENEFICIARY

      SHARE-OF-COST

             AMOUNT

38.        DATE

            BILLED

37.        OTHER

          COVERAGE

             AMOUNT





YES

YES

YES

YES

YES

YES

CHECK IF

CHECK IF

CHECK IF

CHECK IF

BIC Issue Date: __________________



EVC #:  _________________________

DESCRIPTION OF SERVICE

(INCLUDING X-RAYS, PROPHYLAXIS, MATERIAL USED, ETC.)

  ADJUSTMENT CODES - SEE PROVIDER HANDBOOK

  AUTHORIZATION DOES NOT GUARANTEE PAYMENT. PAYMENT SUBJECT TO PATIENT ELIGIBILITY.

  AUTHORIZED ALLOWANCE MAY BE SUBJECT TO SHARE OF COST OR OTHER COVERAGE DEDUCTIONS.

  USE COLUMN 41 TO DELETE SERVICES AUTHORIZED BUT NOT PERFORMED.



1







2







3







4







5







6







7







8





9







10







11







12







13







14





15



  FILL IN SHADED AREA AS APPLICABLE

  SIGN AND RETURN FOR PAYMENT

  MULTIPLE - PAGE NOAs MUST BE RETURNED

   TOGETHER FOR PAYMENT OR RE-EVALUATION

ORIGINAL SIGNATURE REQUIRED 

AUTHORIZATION FOR SERVICE

BELOW IS:

DO NOT WRITE IN THIS AREA

DATE 

26.

45. PROSTHESIS

          LINE ITEM 

































RE-EVALUATION IS REQUESTED            YES

11/14/13

05/13/14  







Notice of Authorization (NOA)



1.  The NOA reflects: Allowed / Disallowed or Modified procedures 

2.  DCN  

3.  ‘From & To Date’ = 180 dys

4.  4 pieces of patient information from your TAR. 

5.  NOA -  is NOT a ‘guarantee of pmt.’ (read statement at bottom of NOA) 

6.  Examples of Modifications:



Modifications From D/Cal:



	- #3 RCT modified with ‘R&S’ to correct proc. Code (explain 270)

	- ‘S’ line can be either denied or allowed



Modifications You may make in your office:



	- Tooth #9 ‘if’ now turns into a SX extraction - ‘technique’ was changed - not the authorized TX….  Be sure send X-R’s & additional Doc. 



Box 33= 



	- A TX/Rendering Prov. # is always required for each dated procedure.

	- This information goes in Box 33.  



8.  Complete all procedures - D/Cal can not ‘split’ the doc.



9.  Be sure to sign the form when submitting f/ pmt.







Microsoft_PowerPoint_Slide.sldx




























NOTE:         AUTHORIZATION   DOES  NOT  GUARANTEE    PAYMENT.


PAYMENT IS SUBJECT TO BENEFICIARIE’S ELIGIBILITY AT THE TIME SERVICE IS RENDERED.





NOTICE OF AUTHORIZATION


FROM:


TO:


PAGE_____OF_____














SIGN ONE COPY AND SEND IT TO DENTI-CAL – RETAIN THE OTHER FOR YOUR RECORDS.  





















































SIGNATURE OF PROVIDER OR PERSON AUTHORIZED BY PROVIDER TO  BIND PROVIDER BY ABOVE SIGNATURE TO STATEMENTS AND CONDITIONS CONTAINED ON THIS FORM.


TREATMENT COMPLETED – PAYMENT REQUESTED


THIS IS TO CERTIFY THAT THE INFORMATION CONTAINED ABOVE AND ANY  ATTACHMENTS PROVIDED  IS TRUE, ACCURATE, AND COMPLETE AND THAT THE PROVIDER HAS READ,       UNDERSTANDS,  AND AGREES TO BE BOUND BY AND COMPLY WITH THE STATEMENTS AND CONDITIONS  CONTAINED ON  THE BACK OF THIS FORM.


39.








X





NOTICE OF AUTHORIZATION


34. COMMENTS

















DENTI-CAL


CALIFORNIA MEDI-CAL DENTAL PROGRAM


P.O. BOX 15609


SACRAMENTO, CALIFORNIA 95852-0609


Phone 800- 423- 0507
















































































1. BENEFICIARY NAME (LAST, FRIST, M.I.)


9.


   RADIOGRAPHS ATTACHED?





     HOW MANY? _________


10. 


       OTHER ATTACHMENTS?


  41.


      DELETE


5. BENEFICIARY MEDI-CAL I.D. NO.


 


4. BENEFICIARY BIRTHDATE


       MO          DAY            YR


3. SEX


M    F


7. BENEFICIARY DENTAL RECORD NO. 


23.


16.   CHDP


13.   OTHER DENTAL COVERAGE?


11.


       ACCIDENT / INJURY?





    EMPLOYMENT RELATED?


27.


SUR-


FACES


28.


        TOOTH


        NO OR


       LETTER


        ARCH


43. ADJ.


REASON


  CODE


42.


 ALLOWANCE


32.


       FEE


33.  RENDERING


      PROVIDER NO.


31. PROCEDURE


           NUMBER


30.


QTY


29.    DATE


       SERVICE 


    PERFORMED


44. DATE PROSTHESIS


        ORDERED


35.       TOTAL FEE


             CHARGED


46.          TOTAL


         ALLOWANCE


36.    BENEFICIARY


      SHARE-OF-COST


             AMOUNT


38.        DATE


            BILLED


37.        OTHER


          COVERAGE


             AMOUNT








YES


YES


YES


YES


YES


YES


CHECK IF


CHECK IF


CHECK IF


CHECK IF


BIC Issue Date: __________________





EVC #:  _________________________


DESCRIPTION OF SERVICE


(INCLUDING X-RAYS, PROPHYLAXIS, MATERIAL USED, ETC.)


  ADJUSTMENT CODES - SEE PROVIDER HANDBOOK


  AUTHORIZATION DOES NOT GUARANTEE PAYMENT. PAYMENT SUBJECT TO PATIENT ELIGIBILITY.


  AUTHORIZED ALLOWANCE MAY BE SUBJECT TO SHARE OF COST OR OTHER COVERAGE DEDUCTIONS.


  USE COLUMN 41 TO DELETE SERVICES AUTHORIZED BUT NOT PERFORMED.





1











2











3











4











5











6











7











8








9











10











11











12











13











14








15





  FILL IN SHADED AREA AS APPLICABLE


  SIGN AND RETURN FOR PAYMENT


  MULTIPLE - PAGE NOAs MUST BE RETURNED


   TOGETHER FOR PAYMENT OR RE-EVALUATION


ORIGINAL SIGNATURE REQUIRED 


AUTHORIZATION FOR SERVICE


BELOW IS:


DO NOT WRITE IN THIS AREA


DATE 


26.


45. PROSTHESIS


          LINE ITEM 


















































RE-EVALUATION IS REQUESTED            YES


     3            Root Canal Therapy                      XXXXX        	D3320    500.00         .00  R270


     3            Root Canal Therapy 			D3330    500.00   331.00  S270


     3    O     Amalgam			D2140      55.00     39.00  355C	


     9            Extraction - Erupted Tooth			D7140      50.00     41.00  355C


     U           Partial Denture – Resin Base 		 01	D5211    400.00   250.00


    LL	Scaling & Root Planing                	XXXXX           D4341     50.00         .00   074B


1555.00


  661.00


Adams, James,   DDS                        1234567891


30 Center Street                             (xxx) xxx-xxxx


Anytown,  CA	      	     95814


Last,  First                                                    x             mm  dd    yy        99999999999999


10318100124


11/14/10


05/13/11  
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Notice of Authorization (NOA)





1.  The NOA reflects: Allowed / Disallowed or Modified procedures 


2.  DCN  


3.  ‘From & To Date’ = 180 dys


4.  4 pieces of patient information from your TAR. 


5.  NOA -  is NOT a ‘guarantee of pmt.’ (read statement at bottom of NOA) 


6.  Examples of Modifications:





	Modifications From D/Cal:


		- #3 RCT modified with ‘R&S’ to correct proc. Code (explain 270)


		- ‘S’ line can be either denied or allowed


	Modifications You may make in your office:


		- Tooth #9 ‘if’ now turns into a SX extraction - ‘technique’ was changed - 	not the authorized TX….  Be sure send X-R’x & additional Doc. 





Box 33= 


A TX/Rendering Prov. # is always required for each dated procedure.


This information goes in Box 33.  





8.  Complete all procedures - D/Cal can not ‘split’ the doc.


9.  Be sure to sign the form when submitting f/ pmt.
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NOTE:         AUTHORIZATION   DOES  NOT  GUARANTEE    PAYMENT.PAYMENT IS SUBJECT TO BENEFICIARIE’S ELIGIBILITY AT THE TIME SERVICE IS RENDERED.


NOTICE OF AUTHORIZATION


FROM:TO:


PAGE_____OF_____SIGN ONE COPY AND SEND IT TO DENTI-CAL –RETAIN THE OTHER FOR YOUR RECORDS.  


SIGNATURE OF PROVIDER OR PERSON AUTHORIZED BY PROVIDER TO  BIND PROVIDER BY ABOVE SIGNATURE TO STATEMENTS AND CONDITIONS CONT AINED ON THIS FORM.


TREATMENT COMPLETED –PAYMENT REQUESTED


THISISTOCERTIFYTHATTHEINFORMATIONCONTAINEDABOVEANDANYATTACHMENTSPROVIDEDISTRUE,ACCURATE,ANDCOMPLETEANDTHATTHEPROVIDERHASREAD,UNDERSTANDS,ANDAGREESTOBEBOUNDBYANDCOMPLYWITHTHESTATEMENTSANDCONDITIONSCONTAINEDONTHEBACKOFTHISFORM.


39.


X


NOTICE OF AUTHORIZATION


34. COMMENTS


DENTI-CAL


CALIFORNIA MEDI-CAL DENTAL PROGRAM


P.O. BOX 15609SACRAMENTO, CALIFORNIA 95852-0609Phone 800-423-0507


1. BENEFICIARY NAME (LAST, FRIST, M.I.)9.


RADIOGRAPHS ATTACHED?


HOW MANY? _________


10. OTHER ATTACHMENTS?


41.


DELETE


5. BENEFICIARY MEDI-CAL I.D. NO.4. BENEFICIARY BIRTHDATEMO          DAY            YR3. SEXM    F7. BENEFICIARY DENTAL RECORD NO. 23.16.   CHDP13.   OTHER DENTAL COVERAGE?


11.ACCIDENT / INJURY?EMPLOYMENT RELATED?


27.


SUR-FACES


28.


TOOTHNO ORLETTERARCH


43. ADJ.REASONCODE


42.ALLOWANCE32.FEE


33.  RENDERING


PROVIDER NO.31. PROCEDURE


NUMBER


30.QTY


29.    DATESERVICE PERFORMED


44. DATE PROSTHESIS


ORDERED


35.       TOTAL FEECHARGED


46.          TOTAL


ALLOWANCE


36.    BENEFICIARY


SHARE-OF-COST


AMOUNT


38.        DATEBILLED


37.        OTHERCOVERAGEAMOUNT


YESYESYESYESYESYESCHECK IFCHECK IFCHECK IFCHECK IF


BIC Issue Date: __________________EVC #:  _________________________


DESCRIPTION OF SERVICE


(INCLUDING X-RAYS, PROPHYLAXIS, MATERIAL USED, ETC.)•ADJUSTMENT CODES -SEE PROVIDER HANDBOOK•AUTHORIZATION DOES NOT GUARANTEE PAYMENT. PAYMENT SUBJECT TO PATIENT ELIGIBILITY.•AUTHORIZED ALLOWANCE MAY BE SUBJECT TO SHARE OF COST OR OTHER COVERAGE DEDUCTIONS.•USE COLUMN 41 TO DELETE SERVICES AUTHORIZED BUT NOT PERFORMED.


1


23


4


5


67


8


9101112


13


1415


•FILL IN SHADED AREA AS APPLICABLE•SIGN AND RETURN FOR PAYMENT•MULTIPLE -PAGE NOAs MUST BE RETURNEDTOGETHER FOR PAYMENT OR RE-EVALUATION


ORIGINAL SIGNATURE REQUIRED 


AUTHORIZATION FOR SERVICEBELOW IS:


DO NOT WRITE IN THIS AREA


DATE 


26.45. PROSTHESIS


LINE ITEM 


RE-EVALUATION IS REQUESTED            YES


3            Root Canal Therapy                      XXXXX         D3320    500.00         .00  R2703            Root Canal Therapy  D3330    500.00   331.00  S2703    O     Amalgam D2140      55.00     39.00  355C


9            Extraction -Erupted ToothD7140      50.00     41.00  355CU           Partial Denture –Resin Base01D5211    400.00   250.00


LLScaling & Root Planing                XXXXX           D4341     50.00         .00   074B


1555.00


661.00


Adams, James,   DDS                        1234567891


30 Center Street                             (xxx) xxx -xxxx


Anytown,  CA95814


Last,  First                                                    x             mm  dd    yy         99999999999999


10318100124


11/14/1005/13/11  


31
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   6. PATIENT ADDRESS

 9.









































MF-O

MAXILLOFACIAL - ORTHODONTIC

                  SERVICES?



























































1

3

4

5

6

7

8

9

10

2













IMPORTANT NOTE:

                                          IMPORTANT NOTICE:

 In order to process your TAR/Claim an X-ray envelope containing your

 radiographs, if applicable, MUST be attached  to this form.  The X-Ray 

 envelopes  (DC-214A  and  DC-214B)  are available free of charge from

 the Denti-Cal Forms Supplier.





SIGNATURE

DATE

SIGNATURE OF PROVIDER OR PERSON AUTHORIZED BY PROVIDER TO BIND PROVIDER BY ABOVE SIGNATURE TO

STATEMENTS AND CONDITIONS CONTAINED ON THIS FORM.

 

X









DO NOT WRITE IN THIS AREA

















39.  THIS  IS  TO CERTIFY THAT TO THE BEST OF MY KNOWLEDGE THE  INFORMATION  CONTAINED  ABOVE  AND ANY ATTACHMENTS    

       PROVIDED IS TRUE, ACCURATE,  AND COMPLETE AND THE  REQUESTED SERVICES  ARE  NECESSARY  TO  THE HEALTH  OF THE 

       PATIENT.  THE  PROVIDER HAS  READ,  UNDERSTANDS,  AND  AGREES TO  BE  BOUND BY AND COMPLY  WITH THE STATEMENTS 

       AND CONDITIONS CONTAINED ON THE BACK OF THIS FORM.

DC-217 (R09/09)

   1. PATIENT NAME (LAST,FIRST,M.I.)

  3. SEX

  M       F

4. PATIENT BIRTHDATE

    MO      DAY      YR

5. MEDI-CAL BENEFITS ID NUMBER

7. PATIENT DENTAL RECORD NUMBER

8. REFERRING PROVIDER NUMBER

CITY, STATE

ZIP CODE

CHECK IF

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES

YES





P.0. BOX 15610

SACRAMENTO. CA 95852-0610

Phone (800) 423-0507 

TREATMENT AUTHORIZATION REQUEST (TAR)/CLAIM

RADIOGRAPHS ATTACHED?

HOW MANY?_____________

 11.                                     CHECK IF



           ACCIDENT/INJURY?

 

       EMPLOYMENT RELATED?

 13.                                                    CHECK IF

        OTHER DENTAL COVERAGE:       

 14.                                                    

        MEDICARE DENTAL COVERAGE:       

 15. RETROACTIVE ELIGIBILITY?  

(EXPLAIN IN COMMENTS SECTION)

       (SEE PROVIDER MANUAL)                                              

 16.                   CHDP                        CHECK IF

                   CHILD HEALTH AND

             DISABILITY PREVENTION?

 17.                   CCS                       

        CALIFORNIA CHILDREN SERVICES?

 18.                            MF-O                   

        MAXILLOFACIAL - ORTHODONTIC

                          SERVICES? 

 10. 

   OTHER ATTACHMENTS?

12.  

      ELIGIBILITY PENDING?

    (SEE PROVIDER MANUAL)

 19. BILLING PROVIDER NAME (LAST,FIRST,M.I.)                           20. BILLING PROVIDER NUMBER 

 21. MAILING ADDRESS 				                                                        TELEPHONE NUMBER

CITY, STATE 			                                                                                                ZIP CODE

  22.  PLACE OF SERVICE			    HOSPITAL        HOSPITAL                                   OTHER

     OFFICE         HOME         CLINIC          SNF        ICF           IN-PATIENT    OUT -PATIENT                         (PLEASE SPECIFY)



    1            2            3            4        5              6                 7                8

BIC Issue Date: ________________



EVC #: _______________________

EXAMINATION AND TREATMENT

  26. 

  TOOTH#/LTR.

  ARCH.QUAD

27. 

  SURFACES

 28.                                        DESCRIPTION OF SERVICE

  	(INCLUDING X-RAYS, PROPHYLAXIS, MATERIAL USED, ETC.)		

  29.   

     DATE SERVICE

      PERFORMED

  30.   

   QUANTITY

  31.   

     PROCEDURE 

         NUMBER

  32.   

           FEE

  33.   

           RENDERING

         PROVIDER NO.

34.  COMMENTS

 35.  

      TOTAL FEE     

        CHARGED

 36. PATIENT 

   SHARE-OF-COST

          AMOUNT

 37. OTHER    

      COVERAGE

         AMOUNT

 38. 

     DATE BILLED

www.denti-cal.ca.gov







	                                                 Claim / TAR Form  (Moving from  ‘LEFT to RIGHT’ …go thru all boxes…)

		        			

					BOX  1-5 =The most important info. =  Pt. info. (go thru each Box.) 

					1=LAST name, First name  

					3= sex 

		         			4= B/date= mo/day/yr 

					5= the 14 digit# from the pt’s BIC	 	          								Bx 6 – P.t. address (always use most current)

					Bx 7 & 8 - Optional       Bx 9 – X-rays       Bx 10 –Attachments

		          			Bx 11 –In the case of an auto acc./job related injury, the Beneficiary 							should use this coverage 1st.  (D/Cal would be 2nd coverage) 

		          			Bx 12  / Elig. Pending = f/P/Auth only - D/C can’t pay for services  until elig. is 						established! 





Bx 13 / ‘O/Cov.’  D/Cal is always secondary carrier.   (attach EOB to claim)

Bx 14 / Medicare = M/Care covers some dental procedures - usually  SX proc’s 

	- Dentist must be enrolled w/Medicare to receive payment from Medicare

	- Prov’s must bill M/Care 1st & attach the ‘E.O.M.B.’ they receive to the D/Cal claim form

Box 15 / Retro. Elig. =  Indicate the ‘date’ the pt. identified themselves as a ‘M/Cal pt.’ in box 34.  

Box 16 - CHDP Gateway  - To age 19 - These bene's w/be issued F/Scope Medi-Cal elig. for 2 months while they complete p/work to determine if they qualify for M/Cal or H/Families. 

Box 17 / CCS =  Underwent major changes effective 7/1/04.  All CCS providers must be enrolled in the D/Cal program.  All guidelines, policies & procedures for the D/Cal program will apply to the CCS program.  This program is to age 21. 

Box 18 / MF-O = All services must be P/Auth’d except for emergencies / MF = Major SX procedures / O (Ortho Program)= D/Cal program also covers ‘Medically Necessary’ Orthodontia. Ortho Prog. is to age 21.

Provider Information 

- The forms come with the Prov. Name & address pre-imprinted with the  info.‘D/Cal’ has on file for your office.  

- Any chgs. to this info. must be made in writhing, & must be submitted to the ‘Enrollment Dept”. 

Bx 19= Name of practice   Bx 20= D/Cal provider # for practice   Bx 21= Office address   Bx 22 =POS 



TX Section

Bx 26= Tooth / Code /  Bx 27= T/surfaces 

Bx 28= Description of service – Use ‘standardized’ abbreviations if using

Bx 29= DOS = Use 8 digits  /   Bx 30= Quantity Bx / Bx 31=For dates of service on or after 3/1/08, Use ONLY the CDT-4 procedure codes.   Bx 32= Use your UCR fees  



BOX 33 = 

- The Rendering Provider field (Box 33) should always include a Rendering Provider #, whether  your practice is an “Individual” or “Group” practice.

- This is the ‘personal’ NPI # for the doctor that actually provided that service (on each CSL) to the patient. 

- Remember that even Rendering Providers MUST be enrolled in the Denti-Cal program  BEFORE they start treating Denti-Cal patients



BOX 34 = Comments Box – include any doc. Pertinent to claim  Bx 35= Total / Bx 36 =SOC amt. incurred (if applies)   Bx 37= Amt O/C paid (attach EOB from other carrier)   Bx 38= Date billed  



BOX 39 = Signature Box forms must be signed - No Copies or Rubber Stamps / ‘Live Sign.’/Anyone authorized by Dr. may sign / ‘Sign your name’)



BILLING LIMITATIONS for Claims

-You have 1 year to bill D/Cal.  However, you must bill within 6 mo’s to receive  100% payment of Denti-Cal’s SMA.  If you bill w/in  7 -  9 mo’s = 75%, & if you bill w/in 10 - 12 mo’s = 50% 	

- Payment is based on ‘last day of month’ in which services were performed (per CSL)
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EXPLANATION OF BENEFITS











P.O. BOX 15609, SACRAMENTO, CA 95852-0609

CHECK

    No

PROVIDER

     No

     DATE:  06/06/YY  PAGE NO.  1

	                             of   3	









STATUS CODE DEFINITION

P = PAID

D = DENIED

A= ADJUSTED











 PLEASE CALL (800) 423-0507

FOR ANY QUESTIONS REGARDING THIS DOCUMENT

































MEMBER NAME

MEDI-CAL

I.D. NO.

SEX

BIRTH

DATE

    ADJUSTMENT CLAIMS































































CLAIMS SPECIFIC

NON CLAIMS SPECIFIC

CHECK AMOUNT

























1234567899







00596352

Adams, James, DDS

30 Center Street

Anytown, CA 95814





























     101.00                   85.00                                                                                             186.00



C

B

LINES PRECEDED BY “B” CONTAIN MEMBER INFORMATION

LINES PRECEDED BY “C” CONTAIN CLAIM INFORMATION RELATIVE

TO ABOVE MEMBER

MEMBER ID

DOCUMENT

CONTROL NO.

 TOOTH

 CODE

PROC.

CODE

DATE

OF SERVICE

STA-

TUS

REASON

CODE

AMOUNT

BILLED

ALLOWED

 AMOUNT

SHARE

OF COST

OTHER

COVERAGE

AMOUNT

PAID

B     LAST     FIRST                                     99999999D            99999999D             F      mm/dd/yy

AMOUNT PAID



ADJUSTMENT AMOUNT

PAYABLES AMOUNT

LEVY AMOUNT

A/R AMOUNT





C #30:  NEW OR ADDITIONAL DOCUMENTATION SUBMITTED 

C YY168101357  15  D7210  1010YY  A   266B    -  95.00     -     .00                                    -     .00

C                         14  D2140  1010YY  A               -  50.00     - 39.00	                      - 39.00

C                         13  D2140  1010YY  A               -  50.00     - 39.00	                      - 39.00



          CLAIM  TOTAL                                           -195.00       - 78.00	                      - 78.00





B     LAST     FIRST                                    99999999D             99999999D             F      mm/dd/yy

C #30:  NEW OR ADDITIONAL DOCUMENTATION SUBMITTED	

C YY168101357 15  D7210  1010YY   P                 95.00       85.00		   85.00

C                        14  D2140  1010YY  P                 50.00       39.00                                         39.00

C                        13  D2140  1010YY  P                 50.00       39.00                                         39.00

 

           CLAIM TOTAL	                                     195.00     163.00                                       163.00 



 

          *TOTAL ADJUSTED CLAIMS                           .00       85.00                                         85.00



         **PROVIDER CLAIMS TOTAL                      132.00     186.00                                      186.00



----------------------------------------------------------------------------------------------------------------------------------

WHEN APPLICABLE, ALL SERVICES SUBMITTED FOR MEMBERS UNDER 21 YEARS OF AGE                    	HAVE BEEN EVALUATED FOR EPSDT CRITERIA.

266B     PAYMENT AND/OR PRIOR AUTHORIZATION DISALLOWED. LACK OF RADIOGRAPHS











ADJUSTEMNT CLAIMS section of the EOB



1.  When claims are reprocessed thru a CIF or an Appeal, they will appear in this section



2.  The patient/document is listed twice



3.  It is basically ‘backed out’ of the system so that it can be reprocessed.



In this example;

		- tooth #15 is disallowed / then allowed & $85.00 is now being paid on 	this 	EOB



5.  See the ‘Forms Section’ of your ‘D/Cal Provider Handbook for complete instructions.
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USE THIS FORM FOR ONE CLAIM  OR TREATMENT AUTHORIZATION REQUEST ONLY.

 

 





CLAIM  INQUIRY  FORM

                           

    BILLING PROVIDER NAME                                                                                                                                             MEDI-CAL PROVIDER NUMBER                                                                                                                                                                                                                                                                                                                        

        MAILING ADDRESS                                                                                                                                                                         TELEPHONE NUMBER   



                        P.O. BOX 15609

                        SACRAMENTO, CALIFORNIA 95852-0609

                        Phone 800-423-0507

Before  submitting a CIF:

  Allow  one month for the status of the document to appear on your

   Explanation of Benefits (EOB)

  Type or print all information

  Use the appropriate x-ray envelope and attach to this form 

  See your Provider Handbook for detailed instructions 

  For clarification call DENTI-CAL

  PATIENT NAME (LAST, FIRST, MI)       

   PATIENT MEDI-CAL I.D. NUMBER                                                                         PATIENT DENTAL RECORD NUMBER (OPTIONAL)                                                                                           

INQUIRY REASON  -  CHECK ONLY ONE BOX

 REMARKS (Corrections or Additional information)

THIS IS TO CERTIFY THAT THE INFORMATION CONTAINED ABOVE AND ANY ATTACHMENTS 

PROVIDED IS TRUE, ACCURATE, AND COMPLETE AND THAT THE PROVIDER HAS READ, 

UNDERSTANDS, AND AGREES TO BE BOUND BY AND COMPLY WITH THE STATEMENTS AND 

CONDITIONS CONTAINED ON THE BACK OF THIS FORM. 













X    	

	SIGNATURE			  DATE



SIGNATURE OF PROVIDER OR PERSON AUTHORIZED BY PROVIDER TO BIND PROVIDER  BY 

ABOVE SIGNATURE TO STATEMENTS AND CONDITIONS CONTAINED ON THIS FORM.





                        FOR MEDI-CAL DENTAL  USE ONLY

  OPER.  I.D.   ______________________________________

    ACTION CODE   ___________________________________

IMPORTANT

DOCUMENT CONTROL NUMBER (NECESSARY FOR RE-EVALUATION)

DATE BILLED



 CITY, STATE

 ZIP CODE









Please advise status of:



               Claim for Payment. Attach a copy of form

               Date of Service ____________________.



              Treatment Authorization Request (TAR).  Attach a copy 

               of  form.







CLAIM/TAR TRACER ONLY

CLAIM RE-EVALUATION ONLY

Please re-evaluate modification/denial of claim

for payment.  I have attached all necessary

radiographs and/or documentation.





DC 003 (R 07/09)











Adams, James    DDS                  1234567899

30 Center Street                       (XXX) XXX-XXXX



Anytown, CA                                   95814









Last,  First



99999999999999 

     YY283101357

X

Please re-evaluate #15 procedure D7210 - X-ray attached

(or submit digitized image reference number) 











    Mary Jones                mm dd yy







2nd use for CIF = Claim Reeval.



1. You have 6 mo’s from your ‘EOB date’ to send CIF 



2. Be sure to include the information exactly as it appears on your EOB - Patient name /  DCN / & Pat. ID #



3. Don’t forget to complete the ‘Remarks’ section (tell us exactly what you would like D/Cal to do 



4. Don’t forget to sign the CIF
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NOTE:         AUTHORIZATION   DOES  NOT  GUARANTEE    PAYMENT.

PAYMENT IS SUBJECT TO MEMBER’S ELIGIBILITY AT THE TIME SERVICE IS RENDERED.



NOTICE OF AUTHORIZATION

FROM:

TO:

PAGE_____OF_____









SIGN ONE COPY AND SEND IT TO DENTI-CAL – RETAIN THE OTHER FOR YOUR RECORDS.  

































SIGNATURE OF PROVIDER OR PERSON AUTHORIZED BY PROVIDER TO  BIND PROVIDER BY ABOVE SIGNATURE TO STATEMENTS AND CONDITIONS CONTAINED ON THIS FORM.

TREATMENT COMPLETED – PAYMENT REQUESTED

THIS IS TO CERTIFY THAT THE INFORMATION CONTAINED ABOVE AND ANY  ATTACHMENTS PROVIDED  IS TRUE, ACCURATE, AND COMPLETE AND THAT THE PROVIDER HAS READ,       UNDERSTANDS,  AND AGREES TO BE BOUND BY AND COMPLY WITH THE STATEMENTS AND CONDITIONS  CONTAINED ON  THE BACK OF THIS FORM.

39.





X



NOTICE OF AUTHORIZATION

34. COMMENTS















P.O. BOX 15609

SACRAMENTO, CALIFORNIA 95852-0609

Phone 800-423-0507





















































1. MEMBER NAME (LAST, FRIST, M.I.)

9.

   RADIOGRAPHS ATTACHED?



     HOW MANY? _________

10. 

       OTHER ATTACHMENTS?

  41.

      DELETE

5. BENEFICIARY MEDI-CAL I.D. NO.

 

4. BENEFICIARY BIRTHDATE

       MO          DAY            YR

3. SEX

M    F

7. BENEFICIARY DENTAL RECORD NO. 

23.

16.   CHDP

13.   OTHER DENTAL COVERAGE?

11.

       ACCIDENT / INJURY?



    EMPLOYMENT RELATED?

27.

SUR-

FACES

28.

        TOOTH

        NO OR

       LETTER

        ARCH

43. ADJ.

REASON

  CODE

42.

 ALLOWANCE

32.

       FEE

33.  RENDERING

      PROVIDER NO.

31. PROCEDURE

           NUMBER

30.

QTY

29.    DATE

       SERVICE 

    PERFORMED

44. DATE PROSTHESIS

        ORDERED

35.       TOTAL FEE

             CHARGED

46.          TOTAL

         ALLOWANCE

36.    BENEFICIARY

      SHARE-OF-COST

             AMOUNT

38.        DATE

            BILLED

37.        OTHER

          COVERAGE

             AMOUNT





YES

YES

YES

YES

YES

YES

CHECK IF

CHECK IF

CHECK IF

CHECK IF

BIC Issue Date: __________________



EVC #:  _________________________

DESCRIPTION OF SERVICE

(INCLUDING X-RAYS, PROPHYLAXIS, MATERIAL USED, ETC.)

   WHEN APPLICABLE ALL SERVICES SUBMITTED FOR MEMBERS UNDER 21 YEARS OF AGE HAVE BEEN EVALUATED FOR EPSDT CRITERIA 

  ADJUSTMENT CODES - SEE PROVIDER HANDBOOK

  AUTHORIZATION DOES NOT GUARANTEE PAYMENT. PAYMENT SUBJECT TO PATIENT ELIGIBILITY.

  AUTHORIZED ALLOWANCE MAY BE SUBJECT TO SHARE OF COST OR OTHER COVERAGE DEDUCTIONS.

  USE COLUMN 41 TO DELETE SERVICES AUTHORIZED BUT NOT PERFORMED.



1







2







3







4







5







6







7







8
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  FILL IN SHADED AREA AS APPLICABLE

  SIGN AND RETURN FOR PAYMENT

  MULTIPLE - PAGE NOAs MUST BE RETURNED

   TOGETHER FOR PAYMENT OR RE-EVALUATION

ORIGINAL SIGNATURE REQUIRED 

AUTHORIZATION FOR SERVICE

BELOW IS:

DO NOT WRITE IN THIS AREA

DATE 

26.

45. PROSTHESIS

          LINE ITEM 

































RE-EVALUATION IS REQUESTED            YES

     3            Root Canal Therapy                      XXXXX        	D3320    500.00         .00  R270

     3            Root Canal Therapy 			D3330    500.00   331.00  S270

     3    O     Amalgam			D2140      55.00     39.00  355C

     9            Extraction - Erupted Tooth			D7140      50.00     41.00  355C

     U           Partial Denture – Resin Base 		 01	D5211    400.00   250.00

    LL	Scaling & Root Planing                	XXXXX           D4341     50.00         .00   081

1555.00

  661.00

Adams, James,   DDS                        1234567891

30 Center Street                             (xxx) xxx-xxxx

Anytown,  CA	      	     95814

Last,  First                                                    x               mm   dd    yy        99999999999999

YY318100124

11/14/YY

05/13/YY 

















Notice of Authorization (NOA)



1.  The NOA reflects: Allowed / Disallowed or Modified procedures 

2.  DCN  

3.  ‘From & To Date’ = 180 dys

4.  4 pieces of patient information from your TAR. 

5.  NOA -  is NOT a ‘guarantee of pmt.’ (read statement at bottom of NOA) 

6.  Examples of Modifications:



	Modifications From D/Cal:

		- #3 RCT modified with ‘R&S’ to correct proc. Code (explain 270)

		- ‘S’ line can be either denied or allowed

	Modifications You may make in your office:

		- Tooth #9 ‘if’ now turns into a SX extraction - ‘technique’ was changed - 	not the authorized TX….  Be sure send X-R’x & additional Doc. 



Box 33= 

A TX/Rendering Prov. # is always required for each dated procedure.

This information goes in Box 33.  



8.  Complete all procedures - D/Cal can not ‘split’ the doc.

9.  Be sure to sign the form when submitting f/ pmt.
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                      CORRESPONDENCE REFERENCE NUMBER  *  FOR  MEDII-CAL DENTAL USE ONLY



                          CLAIM  INQUIRY  RESPONSE







P.O.BOX 15609 

SACRAMENTO, CALIFORNIA 95852

Phone  (800) 423-0507





PATIENT NAME



DOCUMENT CONTROL NO.



PATIENT MEDI-CAL I.D. NO.



PATIENT DENTAL RECORD NUMBER



DATE BILLED





IN RESPONSE TO YOUR MEDI-CAL DENTAL INQUIRY





STATUS CODE                     EXPLANATION



 ADDITIONAL EXPLANATION

    YY30900132

Adams, James, DDS                  1234567899

30 Center Street                 (XXX) XXX-XXXX

Anytown, CA                                  95814

Last,  First

99999999D                                                             MM DD YY

01             CLAIM NEVER RECEIVED:  PLEASE SUBMIT NEW CLAIM

7AW                                                                MM DD YY

BY:                                                                                                                               DATE:











Upon your submission of a CIF Tracer, D/Cal  will ‘research’ your request & will send out a:  



CLAIM INQUIRY RESPONSE (CIR)



  1. Computer generated form

  2. ‘CRN’ not ‘DCN’

  3. Patient info / Response info.

  4. Easier to call & get the issue resolved over the phone.
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USE THIS FORM FOR ONE CLAIM  OR TREATMENT AUTHORIZATION REQUEST ONLY.

 

 





CLAIM  INQUIRY  FORM

                           

    BILLING PROVIDER NAME                                                                                                                                             MEDI-CAL PROVIDER NUMBER                                                                                                                                                                                                                                                                                                                        

        MAILING ADDRESS                                                                                                                                                                         TELEPHONE NUMBER   





                        P.O. BOX 15609

                        SACRAMENTO, CALIFORNIA 95852-0609

                        Phone 800-423-0507

Before  submitting a CIF:

  Allow  one month for the status of the document to appear on your

   Explanation of Benefits (EOB)

  Type or print all information

  Use the appropriate x-ray envelope and attach to this form 

  See your Provider Handbook for detailed instructions 

  For clarification call DENTI-CAL

  PATIENT NAME (LAST, FIRST, MI)       

   PATIENT MEDI-CAL I.D. NUMBER                                                                         PATIENT DENTAL RECORD NUMBER (OPTIONAL)                                                                                           

INQUIRY REASON  -  CHECK ONLY ONE BOX

 REMARKS (Corrections or Additional information)

THIS IS TO CERTIFY THAT THE INFORMATION CONTAINED ABOVE AND ANY ATTACHMENTS 

PROVIDED IS TRUE, ACCURATE, AND COMPLETE AND THAT THE PROVIDER HAS READ, 

UNDERSTANDS, AND AGREES TO BE BOUND BY AND COMPLY WITH THE STATEMENTS AND 

CONDITIONS CONTAINED ON THE BACK OF THIS FORM. 













X

	SIGNATURE			     DATE



SIGNATURE OF PROVIDER OR PERSON AUTHORIZED BY PROVIDER TO BIND PROVIDER  BY 

ABOVE SIGNATURE TO STATEMENTS AND CONDITIONS CONTAINED ON THIS FORM.





                        FOR DENTI-CAL USE ONLY

  OPER.  I.D.   ______________________________________

    ACTION CODE   ___________________________________

IMPORTANT

DOCUMENT CONTROL NUMBER (NECESSARY FOR RE-EVALUATION)

DATE BILLED



 CITY, STATE

 ZIP CODE









Please advise status of:



               Claim for Payment. Attach a copy of form

               Date of Service_______________________.

               Treatment Authorization Request (TAR).  Attach a copy 

               of  form.







CLAIM/TAR TRACER ONLY

CLAIM RE-EVALUATION ONLY

Please re-evaluate modification/denial of claim

for payment.  I have attached all necessary

radiographs and/or documentation.















   Adams, James    DDS                    1234567899





Anytown, CA                                       95814









Last,  First 

99999999999999

MM DD YY



X

Please research claim for D.O.S. MM DD YY- we have no

record of payment.  Thank you 









   30 Center Street                         (XXX) XXX-XXXX

MM DD YY

Mary Jones               MM DD YY		









CLAIM INQUIRY FORM (CIF)

There are 2 uses for a CIF:



 1.  CIF Tracer             2.  Claim Reevaluation





CIF Tracer:



  1.  Review instructions



  2.  Forms usually ‘pre-printed’ with your provider information



  3.  Fill out the ‘patient information’ 



  4.  Tell us what you are requesting (do not leave this area blank!)  



  5.  Be sure to ‘sign’ form!
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